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POSTURAL UTERINE DRAINAGE—CHARLES WHITE 


FYNHE two delightful essays 
of Cullingworth' and 
Adami? on Charles White 

have set forth his achievements 
with modesty. He is recalled to 
us not only as a pioneer in sur- 
gery in the north of England, 
but as the principal founder of 
the Royal Infirmary of Man- 
chester and of what is today 
St. Mary’s Lying-in Hospital 
He was also a pioneer in the 
management of the pregnant 
and lying-in women and _ his 
book on midwifery,’ first pub- 
lished in 1773, probably did 
more to place English midwifery 
on a basis of rational manage- 
ment than the teaching and 
writings of any single fore- 
runner. 

White noted early in his obstetrical career that 
those patients who suffered from puerperal fever 
had a markedly reduced lochial flow, frequently 
foul in character. To remedy this condition he 
instituted the principle of uterine drainage by 


placing his patients in a sitting position shortly- 


“Charles White, F.R.S., A Great Provincial Surgeon and Obste- 
trician of the Eighteenth Century,’’ Charles J. Cullingworth, London, 
1904. 

2“Charles White of Manchester (1728-1813), and the Arrest of 
Puerperal Fever,” J. George Adami, Liverpool and London, 1922. 

5“A Treatise on the Management of Pregnant and Lying-in Women, 
and the Means of Curing, but More Especially Preventing, the Princi- 
pal Disorders to Which ‘They are Liable, etc.,’”” Charles White, London, 
1773. 





CHARLES WHITE (1728-1813) 


after delivery. In order to 
accomplish this, he employed a 
bed manufactured in Birming- 
ham, the invention of “ Doctor 
Vaughan,‘an ingeniousphysician 
at Leicester,” an engraving of 
which appears in the several 
editions of his book on mid- 
wifery. The illustration shows 
a modern backrest capable of 
adjustment at the desired angle 
by a ratchet controlled cog- 
wheel. White states his princi- 
ple of drainage thus: 


In a few hours after delivery, 
as soon as the patient has had a 
little rest, she should sit up in 
bed with a bed-gown thrown over 
her shoulders. This frequent up- 
right posture is of the utmost 
consequence, and cannot be too 
much enforced. It prevents the lochia from stag- 
nating, the stools and urine from being too long re- 
tained, and promotes the contraction of the uterus 
together with that of the abdominal muscles. 

If the discharge of the lochia be moderate, the 
patient should not only sit up often, but should 
every day get out of bed staying up as long as she 
can without fatigue, and continuing it a little 
longer every day than she had done the day before. 


4James Vaughan (1739-1813) M.D., Edinburgh, 1762; practiced 
in Leicester for nearly forty years; physician to the Leicester Infirmary; 
father of Sir Henry Halford, Bart., G.C.H., M.D., who was president 
of the Royal College of Physicians from 1820 to the year of his death, 
1844. 

5 From engraving by W. Ward, 1899, after portrait by J. Allen. 
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Iron bed with movable backrest, the invention of Dr. 
James Vaughan of Leicester. 


To continue drainage he had constructed a 
chair similar in practically all details to the 
modern “ Morris” chair. This chair was pro- 
vided with a back which could be raised or 
lowered at will and with a hinged footrest. The 
patient could be placed in a horizontal position 
if necessity arose. 

The credit for postural surgical drainage has 
been accorded to George Ryerson Fowler (1848 
1906) and in surgical literature the position is 
widely known as the “ Fowler position”. Fowler 
described the position as favoring the localization 
of peritoneal infections in the pelvis, drainage 
being provided surgically. In strict priority, 
however, this position involving the drainage 
principle should be known as “ White’s position. ” 

The success of this posture as a postpartum 
prophylactic procedure was so striking, in the 
practice of White and in that of his students and 
colleagues, that he was able to say: 


Out of the whole number of lying-in patients whom 
I have delivered (and I may safely call it a great 
one) I have never lost one, nor to the best of my 
recollection, has one been greatly endangered by 
the puerperal, miliary, low nervous, putrid malig- 
nant or milk fever. I have, however, the 
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Chair with adjustable back and footpiece. 


pleasure to observe that those fevers, in this neigh- 
borhood at least, have of late years greatly de- 
creased. This must chiefly be attributed to a sys- 
tem of management lately introduced, much to the 
honour of our present practitioners. 


Charles White was born in Manchester (Eng- 
land), October 4, 1728, the son of Thomas White, 
an eminent surgeon and obstetrician, himself a 
licentiate of the Royal College of Physicians. 
After serving an apprenticeship with his father, 
he journeyed to London, where he enrolled as a 
pupil under William Hunter, to whom he later 
dedicated his book on midwifery. As early as 
1760 he read two papers before the Royal 
Society and in 1762, at the age of 33, was ad- 
mitted to membership in that body of distin- 
guished men. Of the greatest satisfaction to him 
and contributing not a little to his enjoyment of 
life was his association in the Manchester Literary 
and Philosophical Society with a coterie of 
brilliant Manchester lights, among whom may be 
mentioned John Dalton and Thomas Percival. It 
was Percival’s celebrated ‘“ Medical Ethics” that 
formed the basis of the code of ethics of the 
American Medical Association. White contrib- 
uted several papers to this Society which appear 
in their published “ Memoirs.” His chief work, 
however, was his book on midwifery already re- 
ferred to, which passed through four English 
editions and one American (Worcester, Massa- 
chusetts, 1793). A French translation was 
brought out in Paris in 1774 and a German 
translation in Leipzig in 1775. 

Charles White died at his country home near 
Manchester on the 20th of February, 1813, aged 
84, thus finishing, as his biographer, ‘Thomas 
Henry, puts it, ‘a long life of unremitting exer- 
tion and of great and extensive usefulness.” 
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COLLECTIVE REVIEW 


A SIMPLE CONCEPTION OF THE 


PATHOLOGY OF THE THYROID 


GLAND BASED ON THE MORE RECENT LITERATURE 


By LEO M. ZIMMERMAN, M.D., Cutcaco 


Instructor in Surgery, Northwestern University Medical School 


S long as sixty-five years ago, Virchow in- 

- sisted that the various forms of goiter 
then known were not different diseases, but 

“only different modes of development of the same 
form of goiter.” While his teachings were 
heeded to a certain extent, it soon became im- 
possible to gather all of the accumulating knowl- 
edge concerning the pathological changes in the 
thyroid gland under one single explanation. 
Since Virchow’s time, numerous and _ various 
classifications and groupings have been suggested, 
but none of them has been found entirely satis- 
factory. Asa result, a state of great confusion has 
developed. There are innumerable classifications 
of goiter types which agree neither with one 
another nor with any of the clinical groupings of 
thyroid diseases. Still more confusing is the lack 
of an etiological relationship between the various 
forms in any one classification. | However, 
Marine, whose researches formed the point of de- 
parture for most of the subsequent work on 
goiter, has long insisted that the thyroid is a 
simple gland capable of but one cycle of morpho- 
logical change in response to varying degrees of 
functional activity. Marine holds that whenever 
a thyroid is called upon for excessive secretion, a 
compensatory hypertrophy and hyperplasia re- 
sult. When the need for the overwork has passed, 
the gland returns to a resting or colloid stage, 
which is as near normal as a gland once hyper- 
plastic can attain. If the need for functional over- 
activity is not relieved, the gland ultimately 
goes on to a stage of exhaustion or atrophy. This 
cycle of hyperplasia and involution may be re- 
peated many times in response to variations in thé 
conditions which affect the activity of the thyroid, 
and even after a certain degree of exhaustion the 
gland can be brought back to an active or resting 
stage. This conception of thyroid pathology has 
been strengthened by recent contributions until 
now it seems applicable to all of the forms of 
goiter and explains them in terms of their re- 


lation to the functions of the body. Rienhoff, who 
has added an important link to the chain of 
evidence, has suggested a similar idea, as have 
also Wegelin, Hertzler and others, and the 
hypothesis is supported by a variety of observa- 
tions from different sources. 

Most writers agree that there are essentially 
two main types of goiter, i.e., a non-toxic type, 
which is associated with a normal or subnormal 
degree of thyroid activity, and a toxic type, 
which is associated with clinical evidence of in- 
toxication variously interpreted as being due to a 
hyperfunction or a dysfunction of the gland. For 
purposes of clarity, the two types will be con- 
sidered separately, although there is no sharp 
line of demarcation between them and it often 
becomes impossible to state with conviction 
whether one is dealing with a simple or a toxic 
goiter. A possible relationship between the two 
groups will be mentioned later. 


DIFFUSE NON-TOXIC GOITERS 


Starting with the simple or non-toxic goiters, we 
encounter a wide variety of forms which also fall 
essentially into two groups. ‘The first group, con- 
sisting of diffuse goiters, may be seen in three 
different forms, corresponding to the three stages 
of functional activity mentioned. Thus we see a 
diffuse hyperplasia or simple parenchymatous 
goiter; a resting stage or colloid goiter; and the 
exhaustion stage characteristic of many cretinous 
goiters. In simple hyperplasia we recognize the 
evidences of increased glandular activity without 
the production of toxic symptoms. This form 
of thyroid change is characterized by increased 
vascularity, the absorption of colloid, an increase 
in the size, number and staining affinity of the 
cells, the frequent production of papillary in- 
foldings within the acini, the occasional formation 
of new alveoli, the appearance of mitotic figures, 
and the invasion of lymphocytes. This picture of 
increased glandular activity is seen in a great 
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number of different clinical conditions and has 
therefore been classified under several heads. 
As early as 1886, Halsted observed that the re- 
moval of part of the thyroid of the laboratory 
animal is followed by a hyperplasia of the re- 
mainder of the gland, an observation that has 
been adequately confirmed, notably by Marine 
and Loeb in America and by Breitner in Austria. 
It has been found also that up to a certain point 
the compensatory hyperplasia can be prevented 
by the administration of iodine. Halsted demon- 
strated further that the removal of half or more of 
the thyroid in the female animal results in the 
development of goiter in the offspring, and that 
the thyroid enlargement in the offspring can be 
prevented by the administration of iodine to the 
pregnant mother. These two forms of thyroid 
hyperplasia are definitely compensatory in nature, 
resulting from thyroid insufficiency. The latter, 
as Marine, Carlson and others have shown, is 
further identical with the spontaneous congenital 
goiters occurring in the newborn of man or 
animals in regions where goiter is endemic. 

Diffuse hyperplastic changes, in all ways iden- 
tical with those following thyroid removal, are 
found with great frequency in the thyroids of a 
large variety of animals, including mammals, 
fish, birds and man living in so-called “goiter 
districts.” In a study of these “simple” or 
“endemic” hyperplasias, Marine’ and his co- 
workers found that the hyperplastic changes can 
be prevented by the administration of small 
doses of iodine. The occurrence of endemic 
goiter in regions in which the iodine content of 
the soil and drinking water is low has been too 
adequately established to permit any doubt as to 
the existence of a causal relationship between 
iodine insufficiency and endemic or simple goiter. 
Therefore this type of goiter also may be looked 
upon as being of compensatory origin and due to 
an iodine deficiency. 

In addition to the factors mentioned, still 
others have been found to influence the formation 
of goiter. It has been noted that the so-called 
physiological hyperplasias occur at certain periods 
of life in which apparently an increased thyroid 
activity is required. Among such hyperplasias 
are the so-called adolescent goiter and _ the 
thyroid enlargements of menstruation, preg- 
nancy, lactation, and the menopause. It is signif- 
icant, however, that these goiter types are ob- 
served in goiter districts only, as part of the 
endemic goiter. It has been shown also that in- 
fections, acute and chronic intoxications, and 
certain diets will cause goiter formation, as will 
prolonged exposure to cold (McCarrison, Bircher, 


Bensley, Cole and Womack, Mellanby, Rush and 
Jones, Merke, Watson, Wegelin, and many others). 
All of these goiter forms are indistinguishable 
morphologically and similar in their reaction to 
iodine. Up to a certain point, the hyperplasia in 
all may be prevented by the administration of 
iodine, and all respond alike when iodine is given 
after the hyperplasia has occurred. These groups 
may be thought of as reacting to a relative de- 
ficiency such as results when the iodine and 
thyroid supply that is adequate to meet the 
needs under optimal conditions becomes insuffi- 
cient under circumstances requiring an excessive 
thyroid output. In other words, the many various 
types of simple hyperplasia observed do not 
represent different disease processes, but are all 
compensatory in nature, making up either for 
an absolute or a relative insufficiency of either 
thyroid or iodine. Whenever called upon to meet 
a demand for excessive secretion, the thyroid 
gland responds always in the same way by the 
development of an active hyperplasia. 

It has been found that when iodine is adminis- 
tered to a child or an animal with an active 
thyroid hyperplasia or when the period of in- 
creased demand has passed, the gland reverts to 
a resting stage. This change has been admirably 
studied and described by Marine, who called at- 
tention to the increase in the amount, consis- 
tency, and staining affinity of the colloid, the di- 
latation of the acini, the flattening of the epithe- 
lium to the cuboidal or even flatter type, the 
disappearance of mitoses, and the remarkable de- 
crease in the vascularity. The,gland in which it 
occurs is known as the “diffuse colloid gland.” 
The observations cited indicate that it does not 
represent a different pathological process, but is a 
part of the same morphological cycle which pro- 
duced the hyperplastic gland. Marine has shown 
that the colloid stage is the nearest return to 
normal that a hyperplastic gland can attain. If 
a secondary period of increased thyroid demand 
produces an active hyperplasia engrafted on a 
colloid gland, we have the picture described by 
Marine as a secondary hyperplasia and in some 
of the German classifications as the proliferating 
colloid goiter. 

Accordingly it appears that in the dispute as to 
what constitutes the adolescent goiter—whether 
it be the diffusely hyperplastic goiter described 
by Gold and Orator, Klose and Hellwig, and 
others, or the colloid goiter as claimed by Aschoff 
and his followers—both theories are right. When 
the gland is seen in the stage of active hyper- 
plasia, its appearance is in agreement with the 
former conception, whereas when it is studied 
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in the resting stage, it presents the form of the 
colloid gland. In any event, it represents simply 
one phase of the hyperplastic cycle. 

What happens if the demand for excessive 
thyroid overactivity is not relieved? The answer 
is to be sought in the thyroids of persons living in 
regions where endemic goiter is at its worst. In 
such regions we find the totally disorganized 
gland of the cretin which is characterized by a 
decreased vascularity, a firmer consistency, a 
decrease in size, necrosis and desquamation of 
the epithelial cells, and proliferation of the inter- 
acinar connective tissue. As the process advances, 
the gland takes on the appearance of a generalized 
cirrhosis in which nests of secreting cells are seen 
compressed within broad interstitial fibrous 
bands and the outlines of follicles may be en- 
tirely lost. Marine succeeded in treating such 
glands in the cretinous pup and removed portions 
from time to time for study. He found that up to 
a certain point these glands are capable of re- 
generation. Following the administration of 
iodine, he has seen them revert first to the 
actively hyperplastic stage and then to the colloid 
stage. With these anatomical changes, he has 
seen the synchronous disappearance of the 
manifestations of cretinism. In glands in which 
the process has gone on for too long a time, the 
degeneration having proceeded beyond repair, the 
permanent changes characteristic of the gland in 
cretinism or myxcedema are found. 

Summing up then, we have a single morpho- 
logical cycle through which the thyroid may pass 
in response to variations in the functional de- 
mands. Regardless of the cause of the deficiency, 
if a deficiency exists, the gland responds first by 
increasing its activity and later by increasing its 
size, and the picture of a diffuse, active hyper- 
plasia is produced. When the need for increased 
activity is met, the gland reverts to its resting or 
colloid stage, but when this need is not met, a 
stage of exhaustion supervenes with ultimate dis- 
organization of the gland structure. All forms of 
diffuse, simple goiter fit somewhere into this 
cycle and all are to be looked upon as part of a 
single process. 


NON-TOXIC ADENOMATOUS GOITERS 


The second large group of non-toxic goiters, 
are those of the nodular or adenomatous form. 
In these, also, we see a wide variety of types, the 
parenchymatous, the colloid, the fetal, the 
cystic, the hemorrhagic, the fibrous, the hyaline 
and the calcified types, and sometimes even ossi- 
fied nodules. There is a growing conviction that 
not only are all of these various types simply 


different manifestations of a single process, but 
also that all of the simple adenomatous goiters 
are merely variations of the same disease which 
produced the diffuse goiters, varying only in 
periodicity, duration, and degree. 

First, it must be pointed out that the differen- 
tiation between diffuse and adenomatous goiters 
is by no means easy. Marine has called attention 
to the fact that there is no sharp line of demar- 
cation between the diffuse hyperplasias and the 
adenomata. Buerkle-de la Camp places a class of 
“mixed ”’ or hyperplastic-adenomatous goiters be- 
tween the pure diffuse and the definitely nodular 
goiters. Wegelin speaks of areas of focal hyper- 
plasia which often cannot be classed definitely as 
part of a diffuse hyperplasia or as an adenoma. 
The relation of the various forms of adenoma to 
one another has been worked out also by Marine, 
who shows that morphologically and physiologi- 
cally there is a gradual gradation from the diffuse 
hyperplasias to the pure tumor form; that the 
physiological response decreases as the appear- 
ance diverges from that of the normal; but that, 
within varying limits, the adenomata partake of 
the functional changes occurring in the non- 
tumor portions of the gland, differing only in the 
degree of alteration. Parenchymatous, colloid, or 
exhaustive adenomata then represent merely 
different parts of the same cycle as that shown by 
diffuse goiters. Marine has demonstrated that 
these nodules are particularly prone to undergo 
degenerative changes which are in no way 
specific processes. They thus lead to the forma- 
tion of the cystic, the hemorrhagic, the calcified, 
or the ossifying adenomata as simple degenerative 
changes. The relation of these tumors to the 
malignancies will be mentioned later. 

Until recently, the adenomatous goiters have 
been looked upon as tumors or neoplasms and 
considered more or less apart from the diffuse 
thyroid enlargements. Their occurrence in asso- 
ciation with the diffuse hyperplasias has been 
noted since the time of Virchow, but it has been 
held (Woelfler, Ribbert) that the need for exces- 
sive thyroid activity has but served to stimulate 
the growth of pre-existing neoplastic anlagen. 
This view has been accepted by Marine, who 
attributes their origin to embryonic inter-acinar 
cell rests which, as Woelfler stated, may be found 
in varying stages of differentiation and, under the 
stimulus for increased glandular activity, pro- 
liferate and form the benign nodules. Since their 
existence is only partially autonomous and since 
they react in a modified form to physiological 
changes, Marine terms them “partial tumors,” 
and recognizes varying degrees of tumor, the 
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degree varying inversely with the physiological 
activity. While there has been some difference 
of opinion as to the exact mode of their develop- 
ment and their significance to the organism in the 
clinical as well as in the anatomical sense, these 
nodules have generally been thought of as being 
in a class different from that of the diffuse hyper- 
plasias. 

While it is true that sporadic cases of adenoma- 
tous goiter appear in non-goitrous districts, nodu- 
lar goiter and endemic goiter are usually found 
together. In early childhood, adenomata are very 
rare. They increase in frequency from decade to 
decade, so that late in life the nodular goiter is 
the rule rather than the exception. Apparently, 
other factors remaining unchanged, chronicity 
plays a réle in the development of the adenomata. 
Their geographical distribution is also significant. 
In America, where iodine insufficiency is rela- 
tively recent in the racial history and relatively 
slight, the reaction to it is the development of a 
diffuse goiter. In Switzerland and the Tyrol, 
where the iodine insufficiency is extreme and has 
existed for many generations and where cretinism 
is common, the usual endemic goiter is the 
nodular goiter. In Vienna, endemic goiter is 
very recent, having appeared within the memory 
of living men and the goiters are diffuse. In 
Switzerland (de Quervain), in the midst of 
goiter districts, the endemic goiters are adenoma- 
tous and diffuse goiters are found only at the 
periphery of goiter districts. It therefore appears 
that adenomatous goiter is a manifestation of 
iodine insufficiency and probably represents the 
end-stage of long-continued, marked deficiency. 

Recent experimental investigation may~ be 
cited in support of this hypothesis. For a long 
time one of the chief arguments against the 
assumption that adenomata in the thyroid are 
merely an expression of the compensatory cycle 
has been the fact that adenomata had never been 
observed in the thyroids of domestic animals, 
whereas in all other respects the responses in 
animals and man to thyroid and iodine in- 
sufficiencies were identical. Many years ago, 
Bircher observed nodules in the thyroid of rats in 
which he had experimentally produced goiter 
by feeding water from the so-called “goiter 
springs,” but these nodules, were incompletely 
encapsulated and, strictly speaking, might not be 
regarded as adenomata. Recently, however, 
Wegelin, who has for many years been studying 
experimental goiter in rats, stated, “In contrast 
to my earlier experience, I have often seen in the 
last few years, along with the diffuse hyperplasias, 
nodular epithelial hyperplasias. In over half of 


the cases one encounters, in part, incompletely 
encapsulated small adenoma anlagen; in part, 
larger, well-defined, expansive growing adeno- 
mata with a diameter as large as 3 mm. It may 
therefore be said that rat goiter, exactly like 
human goiter, in places of severe goiter endemy, 
have a great tendency to nodule formation. 
Incidentally, the origin of the nodules from the 
epithelium of pre-existent acini is here quite 
clear, since the thyroid of the rat no more than 
the thyroid of man, contains ‘fetal’ epithelium. 
Therefore, the misleading terminology of Woelfler’s 
‘fetal adenomata’ will definitely have to be 
given up for certain forms of nodular goiter. 
Since further, the gland lobules of the thyroid of 
the rat have no central canal, the origin of the 
goiter nodules from such growth centers (Aschoff) 
is also untenable. More than anything else, I 
have obtained the definite impression that the 
adenomata arise from regenerative hyperplasias, 
since they appear chiefly in older animals, in 
which the remaining epithelium shows evidence 
of exhaustion . An originally hyperplastic 
growth, initiated by an increased functional de- 
mand due to factors in part unknown may finally 
be led over to an independent, tumor-like 
growth, in animals as well as in man.” 
Observations on human material have led to 
similar conclusions. In a microscopic study of 
over 600 specimens of adenomatous goiter in the 
laboratories at Western Reserve University, 
Kline found gradual changes leading from normal 
thyroid lobulation to circumscribed, encapsulated 
nodules histologically identical with adenomata. 
He traced the change from localized areas of 
hypertrophy and hyperplasia to definitely encap- 
sulated spherical masses. Coincident with this 
process, there was a congestion of the centers of 
the masses with oedema of the stroma and the 
further degenerative changes characteristic of the 
centers of adenomata. In the end-stage, the his- 
tological picture of the nodule was indistinguish- 
able from that of large single, undifferentiated 
fetal adenomata. Kline concludes that adenoma- 
tous goiter arises from adult thyroid tissue and 
depends essentially upon an irregularity in the 
degree of proliferation of acini in different por- 
tions of the gland. The studies of Menne have 
confirmed these observations, but Menne ex- 
cludes fetal adenomata from the discussion. 
Other experimental evidence that helps to 
bridge the gap between the compensatory diffuse 
hyperplasia and the adenomatous goiter was that 
obtained by Rienhoff in a study of cases of 
typical exophthalmic goiter to determine the 
effect of iodine in large doses on the morphology 
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of the gland. In this investigation, one lobe of the 
thyroid was removed and studied before the 
treatment was begun, iodine was then adminis- 
tered in the way it is now used pre-operatively, 
large doses of Lugol’s solution being given over a 
period of from ten days to three weeks, and at 
the end of that period the remaining lobe of the 
gland was removed and serially sectioned. The 
sections of the lobe removed before the iodine 
treatment revealed in every case a diffusely 
hyperplastic thyroid tissue of the typical exoph- 
thalmic goiter type. After the iodine treatment, 
the gland was found to have undergone the type of 
involution observed by Marine in the hyperplastic 
non-toxic goiter. In many of the glands, however, 
the involution was not uniform. In some areas 
there were localized foci of hyperinvolution in a 
gland which had otherwise partially involuted 
toward the normal. These areas of hyperinvolu- 
tion presented a circumscribed group of acini, 
widely distended with colloid and resembling in 
appearance the beginning of colloid adenomata. 
In other regions there were focal areas of hypo- 
involution in which the few acini remained more 
hyperplastic than the relatively normal surround- 
ing thyroid tissue and the appearance was that of 
miliary or diffuse adenomata. Rienhoff concluded 
that certain of the so-called adenomata are not 
neoplasms, but represent areas of irregular invo- 
lution in a hyperplastic gland. 

Continuing the study on fifty cases of exoph- 
thalmic goiter which had undergone one or more 
spontaneous remissions and in which the gland 
had been removed during an_ exacerbation, 
Rienhoff found identical bodies which had gone 
through the cycle of hyperplasia and involution 
repeatedly. The nodules were larger, the encap- 
sulation was more distinct, and the hyperplastic 
changes toward the periphery of the nodule 
were accompanied by degenerative changes in 
the center. Thus in all respects the nodules 
resembled the mixed fetal and colloid adeno- 
mata. 

Apparently, therefore, by producing an acute 
remission in a hyperplastic gland by the adminis- 
tration of iodine, it is possible to produce be- 
ginning adenomata and it may be assumed that 
the gross adenomata are formed when the gland 
goes through the cycle many times with periodic 
hyperplasias and remissions. Else and his co- 
workers also have found that the changes in a 
thyroid undergoing compensatory hyperplasia 
after removal of the major part of the gland are 
identical with those taking place in the develop- 
ment of the so-called “diffuse adenomatosis.” 
This observation serves further to connect the 
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adenomatous goiter with general compensatory 
hyperplastic change. 

On the evidence cited, it seems fair to assume 
that all non-toxic goiters are part of the same 
pathological process. They are parenchymatous, 
colloid, or degenerative, depending upon whether 
they are seen in the active, the resting, or the 
exhaustive stage. They are diffuse or nodular, 
depending on the chronicity and degree of the 
hyperplasia and on the number of times they have 
gone through the cycle described. Essentially, 
the change is a compensatory one. 

A final argument is seen in the analogy between 
the thyroid and the other epithelial organs with 
respect to the relationship of the “adenomata”’ 
to the malignancies. Such benign lesions occurring 
in the breast, the ovary, and the prostate are 
coming to be looked upon as expressions of varia- 
tion in functional activity, and the progression 
from: the normal through the adenomata to the 
carcinoma is seen as a direct sequence of events. 
In the breast, Cheatle found the changes identical 
with those occurring in the skin following the 
application of tar. The tendency of carcinoma of 
the thyroid to develop on the basis of pre-existing 
adenomata has long been recognized. The fre- 
quency of such pre-existing goiter in cases of 
thyroid cancer has been estimated at from 60 to 
100 per cent, and this frequency has been offered 
by many surgeons as a reason for the routine re- 
moval of all adenomatous goiters in adults. It 
has been shown further (Wegelin, Wilson) that 
the frequency with which carcinoma of the 
thyroid is found in large series of autopsies on 
unselected cases in various parts of the world 
parallels the frequency of endemic goiter. Thus, 
thyroid carcinoma was found over 20 times as 
frequently in Berne as in certain goiter-free re- 
gions in the United States. 

The foregoing does not deny the occurrence of 
occasional true benign tumors of the thyroid 
gland since such neoplasms probably appear in 
the thyroid as they do from time to time in other 
epithelial structures. At the end of his scale 
Marine finds nodules that are “pure tumor,” 
differing most widely in appearance from normal 
thyroid tissue and being endowed with none of 
the physiological reactions of non-tumor portions 


‘of the gland. Rienhoff and Lewis, in an analysis 


of 1rog cases of nodular goiter associated with 
hyperthyroidism, found 9 (8 per cent) which 
“resembled true benign parenchymatous neo- 
plasms.” They say, “In these cases it would 
seem far-fetched to regard the benign neoplasm 
as the cause of the hyperthyroidism rather than 
as a coincident pathologic lesion.”’ Hertzler, in a 
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current contribution, describes similar nodules as 
“mixed tumors” of the thyroid, and expresses 
the opinion that they are unassociated with 
physiological activity. The occasional adenomata 
occurring in non-goitrous regions may con- 
ceivably be of this type. If the discussion of 
goiters be limited to those enlargements of the 
thyroid gland which are associated with changes 
in the function of the gland, then, obviously, the 
infrequent inflammatory, neoplastic, or malignant 
enlargements should be excluded. 
TOXIC GOITERS 

In the second large group of goiters, the toxic 
type, we again see two types, the diffuse or prima- 
ry exophthalmic goiter and the nodular or toxic 
adenoma. Clinically, the former is characterized 
by a course that is relatively acute and of short 
duration and occurs in younger persons. The 
adenomatous type is the milder form of the dis- 
sase. It occurs in older persons with a history of 
multiple successive remissions and exacerbations 
often extending over a period of years. This fact 
is in perfect agreement with what has been said 
of the simple goiters. Clinically, the two forms 
have been long considered separate entities and 
attempts have been made to distinguish between 
a true hyperthyroidism in the latter group as 
contrasted with a dysthyroidism in the former. 
During the last few years, however, the differ- 
ences seem to be growing less distinct, and the 
two groups are coming to be regarded more and 
more as merely forms of the same disease. 
Graham, in an admirable contribution, compared 
the two groups on a clinical, morphological, and 
therapeutic basis, but found no absolute way of 
separating them on the basis of either their 
clinical manifestations, their microscopic picture, 
or their response to iodine. In an analysis of 
adenomatous goiters with hyperthyroidism, Rien- 
hoff and Lewis found a few containing true neo- 
plasms already referred to, but considered them 
merely coincident pathological findings in glands 
which were otherwise the seat of a diffuse hyper- 
plastic change. A second portion of the speci- 
mens were found to contain involutional bodies 
in which the hyperplastic changes were present 
throughout the gland, the nodules representing 
only areas of irregular involution. In a third 
group, the disease was mild and chronic and the 
anatomical changes were limited to circum- 
scribed foci throughout the glands but did not 
differ qualitatively from those of diffuse exoph- 
thalmic goiter. 

Our own experience corresponds to that of 
Graham. We formerly attempted to divide our 


toxic goiters into one or another of the two 
groups and to vary the treatment accordingly. 
It was found, however, that the differentiation 
was not always possible. In some cases the 
gland was nodular and presented the complete 
picture of primary exophthalmic goiter, including 
even the ocular changes. In other cases, adeno- 
mata were found at operation when their presence 
was least expected. And finally, nodules palpable 
clinically and held to be adenomata often turned 
out to be merely bossilated masses of diffusely 
hyperplastic or colloid containing tissue. Nor 
could we see any constant difference in the re- 
action of the different types to iodine. While it is 
true, on the whole, that the more acute, severe 
intoxications respond most strikingly to large 
doses of iodine, we could not see that this response 
was affected by the presence or absence of adeno- 
mata. Consequently, all attempts at differentia- 
tion have been given up. If thyrotoxicosis is 
present, iodine is administered, regardless of the 
presence or absence of adenomata, until the 
maximal clinical improvement has been obtained 
and then the gland is removed. This attitude has 
been adopted by many thyroid clinics, and in all 
practical considerations the division between 
primary and secondary toxic goiters has been 
largely abandoned. 

The morphology of toxic goiter with hyper- 
plasia is in no way different qualitatively from 
the hyperplasia of simple goiter. This fact was 
recognized by Marine twenty years ago. Further- 
more, the hyperplastic gland of toxic goiter in- 
volutes toward the colloid stage on the adminis- 
tration of iodine or on spontaneous recovery, in 
exactly the same manner as do simple paren- 
chymatous goiters. Marine and Lenhart demon- 
strated this fact in a small series of cases in rgrt. 
In their report they say: “The basic anatomical 
reaction of the thyroid tissue seems to be the 
same in all the several varieties of goiter and, 
indeed, seems to be the only one with which the 
thyroid tissue is endowed.” Since the clinical 
employment of Lugol’s solution in thyrotoxicosis 
has been adopted, this reaction has been fre- 
quently reported (by Cattell, Rienhoff, Giordano, 
Merke, and others) and always the same involu- 
tional changes have been observed. ‘Thus, 
clinically and anatomically, all toxic goiters, like 
all simple goiters, whether they be diffuse or 
nodular, may be looked upon as parts of the same 
disease. process, differing only in degree, in 
duration, and in the phase of the cycle in which 
they happen to be studied. 

A word should be said here regarding the re- 
lation between the non-toxic and the toxic goiters. 








1€ 
i, 
1e 
al 
sis 
me 
10, 
ju- 
IS, 
ke 
or 
me 


ich 


re- 
rs. 





ZIMMERMAN: PATHOLOGY 


Morphologically, the two groups show the same 
changes and both are similarly affected by iodine. 
Since the changes in exophthalmic goiter are in 
no way specific, since they are essentially those 
of a gland in a state of augmented activity, and 
since the clinical picture, as Marine and Cattell 
have shown, may not at all parallel the degree 
of morphological change, it becomes difficult to 
conceive of hyperthyroidism as a primary disease 
of the thyroid gland. Simple goiter results from 
excessive activity which is compensatory in 
nature. Toxic goiter results from excessive 
activity in response to stimuli the nature of which 
we do not know. In both, the response is identical. 
As Marine has tersely put it, “The essential 
physiological disturbance in the thyroid in exoph- 
thalmic goiter is insufficiency, its reaction com- 
pensatory, and its significance symptomatic.” 


SUMMARY 


On the basis of the more recent literature con- 
cerning the pathology of the thyroid gland, it 
would seem that our present classifications of 
thyroid diseases are unnecessarily complicated 
and confusing. The thyroid is a simple gland 
capable of but a single cycle of morphological 
change in response to variations in its functional 
activity, and all forms of goiter will fit into some 
phase of this cycle. Whenever the gland is called 
upon for excessive secretion, regardless of the 
cause, it responds with active hyperplasia. When 
the need for overactivity is met, the gland in- 
volutes to a colloid or resting stage. When the 
overstimulation continues long enough, a stage of 
exhaustion or atrophy may result. 

All parts of the thyroid do not respond uni- 
formly to these functional variations, and if the 
cycle is repeated often enough, nodules, (the so- 
called “‘adenomata”’) may result. In the simple 
goiters, the changes are compensatory in nature 
to make up for an actual or relative deficiency of 
thyroid or iodine. In the toxic goiters, the nature 
of the stimuli resulting in increased activity is 
unknown. In no case are the changes specific. 
The microscopic appearance of the gland reveals 
only the degree of its activity or, at most, evi- 
dences of previous responses to variations in 
function. Probably much of the confusion re- 
garding the pathology of goiter is due to attempts 
to account for entire clinical pictures in terms of 
the changes in the thyroid gland. 
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Worms, G.: Rupture of the Cavernous Sinus Fol- 
lowing a Fracture of the Base of the Skull; 
Late Recurrent Epistaxis (Rupture du sinus 
caverneux consécutive a une fracture de la base du 
crane. Epistaxis récidivantes tardives). Bull. et 
mém. Soc. nat. de chir., 1928, liv, 640. 

Worms reports the case of a man who sustained 
an injury of the fronto-orbital area followed by a 
large palpebral and subconjunctival haemorrhage on 
the left side and copious epistaxis as the result of 
being thrown from a motorcycle. After treatment, 
the patient recovered, but four months later he re- 
turned to the hospital on account of copious hemor- 
rhage from the nose. Careful examination failed to 
show the cause, and the bleeding continued to occur 
intermittently after two blood transfusions of 300 
gm. each and ligation of the left common carotid 
artery. Six months after the accident, death re- 
sulted from hemorrhage. 

Autopsy revealed the presence of a fracture and 
two small free fragments of bone, one of which had 
torn the cavernous sinus for a distance of almost 
1cm. The internal carotid artery was normal. 

Only five similar cases have been reported in the 
literature and all but one of the patients died. The 
successfully treated case was reported by Jacques. 
After failure of ligation of the common carotid 
artery to arrest the bleeding, Jacques saved his 
patient’s life by tamponing the sinus through the 
sphenoid sinus. He suspected the rupture of the 
cavernous sinus from the presence of an oedematous 
pad on the anterior surface of the body of the sphe- 
noid from which blood was trickling, and from the 
fact that the patient had a pulsatile exophthalmos. 
There is no hope in these cases unless the true nature 
of the lesion is recognized and a tampon is applied 
through the nose. Aubrey G. Morean, M.D. 


Taylor, J.: Invasion of the Skull by Dural Tumors. 
Brit. J. Surg., 1928, xvi, 6. 

Taylor reports two dural tumors invading the 
skull—one a tumor of the plaque type and the 
other a tumor of the spherical type—and reviews 
the X-ray, macroscopic, and microscopic findings. 

He states that dural tumors are neoplasms of slow 
growth and malignancy which occasionally form 
metastases. Their powers of malignant infiltration 
are seen in their invasion of the coverings of the 
brain, but only in rare instances do they cross the 
arachnoid spaces to penetrate the brain itself. In 
their failure to cross the arachnoid they resemble 
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growths arising within the brain, which commonly 
do not invade the dura. In both of their main vari- 
eties they are paralleled by the periosteal sarcomata 
of long bones. The chief difference between the 
dura! and periosteal growths is found in the degree 
rather than the fact of malignancy in the latter. 
Taylor concludes that the observations reviewed 
by him in no way indicate that the arachnoid is the 
source of origin of these tumors. Neither do they 
disprove this possibility since it has been found that 
malignant growths of various types may result in 
identical bony changes provided they invade the 
appropriate layers of the bone and periosteum. Un- 
doubtedly, however, they show that the normal pro- 
liferation of the arachnoid into the dural substance 
has no special or unique influence on the form of the 
growth, and they suggest that the form and spread 
of the tumors are related to the function of the dura 
as a periosteum rather than as a covering for the 
brain. Jacos M. Mora, M.D. 


Wakeley, C. P. G.: Inflammations and Fistulz of 
the Salivary Glands and Their Treatment. 
Lancet, 1928, ccxv, 7. 

Wakeley states that the total amount of saliva 
normally secreted in twenty-four hours has been 
estimated at 2,000 c.cm. This continuous stream 
ordinarily prevents infection of the salivary glands, 
but if anything interferes with its outflow the liabil- 
ity of infection increases. 

Unilateral or bilateral parotid swellings are occa- 
sionally caused by a large upper denture which pro- 
duces irritation of the gums and obstruction of 
the orifice of Stensen’s duct. The remedy for such 
a condition consists in the use of a properly fitting 
denture and of a potassium chlorate mixture which 
is excreted by way of the saliva. 

Suppurative parotitis occurs most frequently in 
the insane, especially those who have to be forcibly 
fed by mouth or nose. In such persons the mouth is 
dry and there is lack of psychical juices. 

Infection of the parotid occurs by way of Stensen’s 
duct and the first signs of its presence are swelling 
and fluctuation of the gland. Since the general re- 
sistance is usually diminished, there is often little 
variation in the pulse and temperature. 

Early free incisions are imperative; mere puncture 
or probing is useless. The incisions advocated by 
Legg and Cope are very useful. 

Postoperative parotitis is usually caused by infec- 
tion from the mouth occurring by way of Stensen’s 
duct. Now that the pathogenesis of this condition 
is so weli known, cases of this kind are rarely seen. 
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Paramount in prophylaxis are careful pre-operative 
care, attention to the fluid intake, and the correction 
of oral sepsis. In severe cases, incision should not be 
delayed until fluctuation can be elicited, since this 
sign is late, the parotid being encased ina firm capsule. 

Fitzwilliams has recorded an interesting condition 
of emphysema of the tissues of the face and neck 
which is brought about by inflation through the 
ducts of the salivary glands with rupture of the 
smaller canals of the glands and the escape of air 
into the tissues. No alarming symptoms resulted. 

Fistulz of the submaxillary gland tend to heal of 
their own accord; the rare cases which do not heal 
spontaneously are easily treated by excision of the 
gland. 

Parotid fistula are divided into two groups: (1) 
fistulze of the duct and (2) fistulz of the gland. They 
are most frequently caused by injury or suppuration 
around a calculus. 

Fistule of the parotid duct, especially those near 
the gland, are difficult to cure. ‘They never tend to 
heal spontaneously and the portion of the duct in 
front of the fistula frequently becomes stenosed and 
sometimes obliterated. Operation will often cure a 
fistula situated in front of the masseter muscle. 

In recently developed cases, such as those result- 
ing from stab wounds and similar injuries, the wound 
should be opened and the two ends of the duct 
isolated. A piece of silkworm gut (catgut swells and 
may produce blocking) is passed from the mouth 
through the orifice of Stensen’s duct so as to act as a 
dowel. In order to prevent the formation of a clot 
at the suture line, the silkworm gut s left in place 
until the patient has recovered from the anesthetic. 
This method is only for use when the wound is recent. 
If there is difficulty in apposing the divided ends of 
the duct, the proximal end should be ligated. In the 
absence of sepsis, this will cause atrophy of the duct. 

In long-standing cases of premasseteric fistula the 
following procedure will sometimes suffice. A straight 
needle threaded with silk is passed through the fistula 
iato the mouth. The needle is then unthreaded and 
the piece of silk outside the mouth is threaded into 
it. The needle is then inserted through the fistula 
into the mouth a second time and the two ends of 
the silk are tied in a knot. The piece of tissue which 
is strangulated by the suture dies and sloughs, and 
by this means an opening is made into the mouth. 
As the parotid secretion now has a free vent into 
the mouth, the fistula heals. 

Thirty different operations have been devised for 
fistula of the parotid duct in the proximal part over 
the masseter muscle. Most of them scar the face, 
damage the lower branch of the facial nerve, and 
but rarely cure the condition. 

Wakeley advocates the use of only one procedure. 
If this fails, he resorts to division of the auriculo- 
temporal nerve so as to cut off the secretion. By 
means of a small fine, malleable probe which is 
passed from the mouth along the duct and out of the 
fistula, a piece of silk is drawn out on the face. To 
the end of the silk is attached a fine piece of drain- 


HEAD AND NECK 507 


age tubing. This is drawn out of the fistula, one end 
having been left in the mouth while the other pro- 
jects on the face. Saliva may find its way along the 
side of this drainage tube into the mouth. After a 
few days the tube is drawn so far into the mouth 
that it no longer projects from the fistula. Finally, 
after a week, it is withdrawn altogether. In some 
cases the result of this method is admirable and the 
fistula remains completely closed. However, if in- 
fection of the duct is present, the rubber tube may 
cause parotitis. 

The only certain method of closing a fistula of 
Stensen’s duct when sepsis is present is division of 
the auriculotemporal nerve. This method was first 
advocated by Leriche. In seven cases, Wakeley has 
divided the nerve through a vertical incision. 

Following operation, the fistula usually heals 
quickly and after a month the amount of secretion 
coming by way of Stensen’s duct into the mouth is 
reduced by half. However, even division and avul- 
sion of the proximal end of the auriculotemporal 
nerve do not cause complete cessation of this para- 
lytic secretion of the parotid gland. The flow may 
persist for years. The longest period noted by the 
author was six years. The presence or absence of 
secretion from the gland is determined by applying a 
little citric acid to the tongue and the side of the 
mouth. If the gland is secreting, a drop of saliva can 
always be seen at the papilla. 

Fistule of the parotid gland usually tend to heal 
of their own accord. For those which do not heal 
spontaneously, radiotherapy and avulsion of the 
auriculotemporal nerve are recommended. Radio- 
therapy rarely fails to effect a cure. Wakeley recom- 
mends the use of 250 mgm. of radium enclosed in a 
platinum iridium torpedo o.5 mm. thick. The tor- 
pedo itself is encased in another platinum tube o.5 
mm. thick in order that the beta radiations may be 
cut off. The platinum tube is then placed in a rubber 
tube to facilitate its application. The fistula and its 
surrounding parts are covered with lint in order to 
cut off any secondary radiations from the metal 
filters. A four-hour application is usually sufficient, 
but if the skin is somewhat thickened and indurated 
from the constant discharge of saliva, a six-hour 
application is advisable. Whatever length of appli- 
cation is used, it is best to give a hypodermic injec- 
tion of atropine (1/100 gr.) half an hour beforehand. 
This lessens the secretion of the gland during the 
time the radium is being applied. X-rays have been 
used but are not so constant in their action. 

If radiotherapy fails, avulsion of the auriculo- 
temporal nerve should be performed. 

. FRANK J. McGowan, M.D. 


EYE 


Adler, F. H.: A Comparative Study of the Réle of 
Pigment in the Physiology of Vision. Arch. 
Ophth., 1928, |vii, 346. 

Some form of pigment is present in the eyes of most 
vertebrates and invertebrates and each of the various 
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types of pigment occurring in the mammalian eye 
shows analogies in structure and function to the vari- 
ous pigments found elsewhere in the animal king- 
dom. The fully developed eye has the functions 
of light-protection, isolation, absorption, photody- 
namic sensitization, and phototactic movements. 
The pigment cell is an essential component of every 
photo-receptor. Georce R. McAutter, M.D. 


Duke-Elder, W. S.: Ultraviolet Light in the Treat- 
ment of Ophthalmic Disease. II. Local Photo- 
therapy. Brit. J. Ophth., 1928, xii, 353. 

The action of ultraviolet light is primarily de- 
structive. Following exposure of living tissue to 
ultraviolet rays, there is a photochemical denatura- 
tion of the cell and later a coagulation of its pro- 
teins, i.e., a destruction of the cell which is partial or 
complete according to the amount of radiation. 
Subsequently, the neighboring cells attempt to re- 
pair the injured cells. This active response occurs in 
practically all superficial living tissues. 

In the case of the avascular crystalline lens, how- 
ever, repair is comparatively lacking, the damage 
tends to be cumulative, and coagulation of the cells 
results in cataract. Duke-Elder says that when the 
radiation is not of sufficient intensity to produce a 
cataract immediately, changes occur in the colloid 
system of this tissue which render the proteins more 
labile and favor their subsequent coagulation by 
other influences. Small doses tend to produce a com- 
plicated cataract. 

In the case of the tissues behind the lens, ultra- 
violet light treatment is useless since wave lengths 
in this part of the spectrum cannot pass through both 
the cornea and the lens. 

The size and direction of the beam, the intensity 
of the irradiation, and the time of exposure must be 
accurately controlled, and the dosage must be kept 
below that which will produce an erythema of the 
skin. The sensitivity to the treatment varies with 
the individual. 

The author discusses at length the biological action 
of ultraviolet light on the various tissues, normal and 
pathological, and recommends ultraviolet light treat- 
ment especially for old indolent and recurrent cor- 
neal ulcers, severe hypopyon keratitis, recurrent 
phlyctenulosis, tuberculous conjunctivitis, and tra- 
choma. Tuomas D. ALLEN, M.D. 


Kirby, D. B.: A Modified Motais Operation for Ble- 
pharoptosis. Arch. Ophth., 1928, \vii, 327. 

The author describes an operation for ptosis which 
can be done through a skin incision alone and in 
twelve cases has given good clinical results. 

A horizontal incision 25 mm. long is made through 
the skin and orbicularis to the tarsus about 8 mm. 
above the lid margin. The aponeurosis of the levator 
is then followed backward to 8 mm. above the tarsal 
border, another horizontal incision is made through 
the levator down to Tenon’s capsule, and Tenon’s 
capsule is opened on the temporal side of the superior 
rectus muscle. A tongue of muscle and tendon 4 


mm. wide is then fashioned and a double-armed silk 
suture passed through it 2 mm. from its end. The 
muscle strip is transplanted to a pouch formed an- 
terior to the tarsus. The needles are passed down- 
ward, piercing the lid margin just nasal to the center 
of the cornea, and the suture is tied so as to draw the 
muscle tongue and lift the lid to the desired position. 
A second suture is introduced to support the first 
one and to secure accurate and firm apposition to 
the tarsus. The sutures are removed after from five 
to seven days. Georce R. McAuttrr, M.D. 


Noguchi, H.: The Etiology of Trachoma. J. Exper. 
Med., 1928, xlviii, Supp. 2. 

In an investigation to determine the cause of 
trachoma the author used material obtained from 
untreated well-advanced cases of trachoma in stu- 
dents attending the Government School for Indians. 
The ordinary bacteria isolated and cultured on vari- 
ous media did not induce trachoma when directly 
inoculated into the lids of monkeys, a chimpanzee, 
or an curang-utan, but an associated bacterium, 
designated by Noguchi as ‘‘bacterium granulosis,” 
caused a persistent granular conjunctivitis which 
closely resembled and was apparently identical with 
trachomatous granular conjunctivitis in man and 
was followed by a spontaneous infection of the eye 
not injected. 

The next step in the investigation was to deter- 
mine the possibility of direct transference of the 
disease from monkey to monkey. Attempts at such 
transference were successful in twenty-one cases, 
doubtful in one case, and unsuccessful in one case. 

The bacterium granulosis can be recovered from 
inoculated animals and has been found in micro- 
scopic examinations of monkey and human tissue. 

From these determinations the author concluded 
that the bacterium granulosis is the inciting agent 
of trachoma in man and of granular conjunctivitis, 
the analogous condition, in monkeys. 

Greorce R. McAuttrr, M.D. 


Lancaster, W. B.: The Ames Spectacle Device for 
the Treatment of Cyclophoria, with a Report 
of a Successful Case. Arch. Ophth., 1928, \vii, 
332. 

Lancaster reports the case of a middle-aged man 
who experienced no difficulty in distant vision but 
after a few minutes of close work suffered ocular dis- 
comfort which totally incapacitated him in spite of 
proper refractive correction, including muscular bal- 
ance. During the period of discomfort there was a 
positive cyclophoria of 2 degrees. Outward, the 
cyclofusional power was abnormally great, but in 
nasal declination it was almost zero. 

The use of the Ames spectacle device for cyclo- 
phoria gave immediate and complete relief. The 
frame of these spectacles has two attached mirrors 
which are parallel with each other and at an angle of 
45 degrees to the line of sight. By rotating a mirror 
about its axis the field of vision can be rotated. To 
counteract the associated displacement, a prism 1s 
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used. Any desired amount of rotation in either direc- 
tion can be obtained. Grorcre R. McAuuirr, M.D. 


Mayer, L. L.: Endothelioma of the Orbit. Am. J. 
Ophth., 1928, xi, 3 s. 617. 

In discussing the diagnosis between endothelioma 
of the orbit and glioma, Mayer states that in cases 
of endothelioma the patient’s age is greater, the 
exophthalmos more often precedes the visual dis- 
turbance, the neoplasm causes limitation of move- 
ment, obstruction of the circulation in the lids and 
conjunctiva, and pain, and there is intraocular ex- 
tension of the lesion. Leste L. McCoy, M.D. 


Muskat, I. I.: Milk Injections in Gonorrheeal 
Ophthalmia. Am. J. Ophth., 1928, xi, 3s. 530. 


After reviewing non-specific foreign protein ther 
apy in general, the author reports his experiences 
with intragluteal injections of boiled milk in six 
cases of gonorrhoeal ophthalmia in infants and 
adults. In four cases there was an associated vagi 
nitis or urethritis. Local treatment had been given 
only in one case of bilateral ophthalmia neonatorum 
and one case of unilateral conjunctivitis without 
genital infection. The injections of boiled milk were 
followed by marked amelioration of the symptoms in 
from twenty-four to thirty-six hours and a cure in 
from three to six days. Vircit Wescort, M.D. 


Bartos, E., and Motto, M. P.: Tuberculosis of the 
Conjunctiva. Am. J. Ophth., 1928, xi, 3 s. 533. 

The authors are convinced that many cases diag- 
nosed as Parinaud’s conjunctivitis would prove to be 
cases of tuberculosis if they were more carefully 
studied. In the case reported in this article there was 
arise in the temperature, the tuberculin reaction was 
marked, a guinea pig injected with scrapings from 
the lesion developed tuberculosis, sections of tissue 
showed red-staining bodies resembling tubercle 
bacilli, and the histological picture was definitely 
that of tuberculosis. Vircu. Wescorr, M.D.— 


Clapp, C. A.: Preliminary Report upon an Exper- 
imental Investigation as to the Presence of 
Treponema Pallidum in Luetic Interstitial 
Keratitis. Am. J. Ophth., 1928, xi, 3 s. 527. 


For a long time there has been disagreement as to 
the presence of treponemata in the cornea in cases 
of human interstitial keratitis due to lues. Clapp has 
investigated this problem, but aside from demon- 
Strating a better method of producing interstitial 
keratitis experimentally without secondary infec- 
tion and panophthalmitis, he obtained no conclusive 
evidence from his series of experiments. Trepone- 
mata were not found in rabbits in which interstitial 
keratitis was produced. Vircit Wescott, M.D. 


Mann, I. C.: Regional Differentiation of the Ver- 
tebrate Retina. Am. J. Ophth., 1928, xi, 3 s. 515. 


The author reports upon some of the work she has 
done under the auspices of the Medical Research 
Council of Great Britain. 
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She says that all vertebrates show a uniformity of 
structure of the eye, even in remarkably minute de- 
tails of histological differentiation. There are, how- 
ever, minor variations not affecting the constancy of 
the basal vertebrate type. 

In all vertebrates, the eye is cerebral. It arises as a 
vesicle and forms a double-layered cup from which 
develop the cell and fiber layers of the adult retina. 
The process of differentiation of the retinal layers 
from the inner wall of the cup is complicated. It is 
divided into three stages which do not occur simul- 
taneously throughout the inner layer of the optic cup. 
In rate, shape, and mode of growth there is a marked 
difference in the development of the retina above and 
below the stalk. The upper area is larger and ap- 
pears first; hence it is ‘‘older”’ and more stable. The 
lower area is smaller and appears last; hence it is 
“‘vounger”’ and less stable. There are more varia- 
tions in the lower part of the eye in different species 
and more congenital anomalies. ‘The normal varia- 
tions are probably due to the mode of closure of the 
cleft, while the pathological variations are always 
more frequent below than above the disk. 

Vircu. Wescot 2 M.D. 


Spare, A.: Tapetoretinal Degeneration of the Reti- 
na. Am. J. Ophth., 1928, xi, 3 8. 545. 


In reporting a case of diffuse tapetoretinal degen 
eration, Spare discusses at length the various types 
of degeneration of the retina, particularly those in 
which the pigment epithelium is involved by the 
pathological process. With the exception of Collins’ 
work on abiotrophies, there is a lack of data on this 
subject. Spare therefore urges further study of these 
obscure conditions. Vircu. Wescort, M.D. 


Lloyd, R. I.: Fundus Conditions Requiring Differ- 
entiation from Intra-Ocular Tumor. Am. J. 
Ophth., 1928, xi, 3 S. 599. 


Lloyd describes a transilluminator devised for: (1) 
the more accurate study of intra-ocular disorders 
which in their early manifestation simulate malig- 
nancy, and (2) the investigation of conditions in 
which the fundus cannot be scen because of secondary 
developments such as cataract and glaucoma. 

The disorders discussed are angiomatosis retin 
or Hippel’s disease, external exudative retinitis or 
Coat’s disease, angioma of the choroid, the formation 
of new vessels and vessel communications after in- 
jury by blunt force, tuberculosis, and cyclitic mem- 
branes. 

The article is supplemented by an extensive bib 
liography. Leste L. McCoy, M.D. 


EAR 


Dandy, W. E.: Méniére’s Disease: Its Diagnosis and 
a Method of Treatment. Arch. Surg., 1928, xvi, 
1127. 

In this article, Dandy proposes a new treatment 
for Méniére’s disease consisting of intracranial sec 
tion of the acoustic nerve on the affected side. He 
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reports nine cases so treated. At the time of the re- 
port, from three months to three and one-half years 
after the operation, all of the patients were free from 
the characteristic attacks. 

The author emphasizes the necessity of selecting 
only true cases of the disease for operation. All of 
his patients had had attacks of severe dizziness and 
unilateral tinnitus coming on very suddenly without 
warning. In true Méniére’s disease the tinnitus usu- 
ally persists after the attack, and there is generally 
a unilateral loss of hearing of varying degree. The 
character of the dizziness may vary; nausea and 
vomiting may or may not be present. Contrary to 
the general belief that Méniére’s disease primarily 
involves the semicircular canals, Dandy found that 
the acuity of response to caloric stimuli was unim- 
paired in three cases and only slightly reduced in 
one case, 

In so-called pseudo-Méniére’s disease, when the 
attacks occur without deafness or lateralized tinni- 
tus, the operation described is of course not feasible. 

A differential diagnosis from brain tumor, espe- 
cially in the region of the acoustic nerve, is made 
upon the basis of the absence of increased intra- 
cranial tension and the absence of involvement of 
other cranial nerves. In Méniére’s disease, more- 
over, the dizziness occurs in attacks with free inter- 
vals between them, while in cases of tumor, the 
dizziness is more or less constant. 

Particularly because of the fact that both the ves- 
tibular and cochlear functions of the eighth nerve 
are impaired in varying degrees in this disease and 
no cases are on record in which there was loss of 
vestibular function without impairment of cochlear 
function, Dandy believes that the disturbance in 
Méniére’s disease lies within the nerve itself and not 
primarily in the semicircular canals. It is indeed 
upon the strength of this belief that he bases the 
rationale of his treatment, a rationale borne out by 
the excellent results obtained in all of his nine cases. 

Leo M. Daviporr, M.D. 


NOSE AND SINUSES 


Anderson, C. M.: The Lynch Type of Radical 
Frontal Sinus Operation. Minnesota Med., 
1925, Xl, 401. 

In suppurative frontal sinusitis, the Lynch type 
of operation is satisfactory. The cosmetic effect is 
excellent. If there are complications such as a 
draining fistula, destruction of the external table of 
the frontal bone as a result of previous operative 
procedures, disease, or a marked tendency toward 
polyposis, a more radical type of operation is indi- 
cated. If the fistula is situated in the upper lid or 
sequestration of the floor of the frontal sinus is 
present, the Lynch type of operation gives excellent 
results. When the sinus has not been entirely 
obliterated the chief difficulty in all external opera- 
tions is a tendency of the new nasofrontal duct to 
close. This can be obviated to a great extent by the 
use of dilators. 


MOUTH 
Wardill, W. E. M.: Cleft Palate. Brit. J. Surg., 1928 


Xvi, 127. 

The aims of cleft palate repair are: (1) to close the 
nasal cavity from the oral cavity and thereby prevent 
the regurgitation of food, and (2) to render normal 
speech possible. The results of the closure of the 
nasal cavity are uniformly good, but the results as 
regards speech are uniformly poor. Speech may be 
poor following satisfactory closure of the palate as 
well as when the palate is open or poorly closed. The 
anatomical results of the operation as seen from the 
mouth are no criterion of the condition behind the 
palate. 

During speech, the soft palate is kept constantly 
in motion, being drawn toward or away from the 
posterior pharyngeal wall. Complete closure is neces- 
sary for the clear pronunciation of all consonants ex- 
cept “m’’ and ‘‘n,”’ but is less essential for the pro- 
nunciation of vowels. Distinctness of speech de- 
pends upon the relative amounts of sound that are 
projected through the mouth and nose. The naso- 
pharyngeal valve is extremely active, and in very 
active speech must open and close many times a 
second. It consists of two main parts: (1) the palatal 
portion, composed of two groups of muscles, the 
abductors which open the valve and the adductors 
which close it; and (2) the pharyngeal part, a small 
bundle of the superior pharyngeal constrictor known 
as “‘Passavant’s cushion’’ that arises from the palatal 
aponeurosis, extends posteriorly to unite with the 
main body of the constrictor, and on contraction 
narrows the valve. 

For correct speech, complete closure of the valve 
is necessary. Even an opening of 1 mm. anteropos- 
teriorly renders speech defective. 

The main causes of the defective speech associated 
with cleft palate are incomplete closure of the naso- 
pharyngeal valve and incorrect speech habits de- 
veloped to disguise the incompetence. Persons with 
this type of speech must learn to speak over again 
when the palate is restored, and for a time after the 
operation they may speak even more indistinctly 
than before. 

In cases of cleft palate the soft palate is probably 
shorter than normal, the two halves not being equal 
to a whole normal palate. The musculature shows 
no appreciable change, but frequently no movement 
is seen in the muscles of the cleft palate. 

Defects in the skull bones are more obvious than 
defects in the soft tissues. In many cases of single 
cleft there is gross asymmetry of the calvarium with 
a definite bony increase in the transverse diameter 
of the nasopharynx. The bony width is probably 
excessive even when only the soft palate is open, and 
on theoretical grounds it would appear that suture 
of the soft palate without detachment from the 
hamular processes would prevent restoration of the 
nasopharyngeal valve. 

The chief fault of all of the usually practiced opera- 
tions is failure to restore a functional valve or sphinc- 
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ter. Until this fault is remedied, perfect speech will 
never be obtained. 

Wardill describes a new operation which is based 
upon the anatomical and physiological observations 
discussed. He emphasizes that no matter how mo- 
bile a restored soft palate may be, if it does not meet 
the pharyngeal wall the functional result will be un- 
satisfactory, and that therefore if the palate cannot 
be brought to the pharyngeal wall, the pharyngeal 
wall must be brought to the palate. 

In the first stage of the operation described the 
pharyngeal mucosa is split transversely over the 
ridge of Passavant. Then, with a blunt aneurism 
needle, the superior constrictor is freed from the 
buccopharyngeal fascia up nearly as far as the base 
of the skull, downward for a similar distance, and 
laterally just beyond the ridge formed by the stylo- 
pharyngeus. The transverse cut is enlarged laterally 
to the stylopharyngeus and is closed vertically. 
Large bites of tissue are taken in the sutures, the 
suture in the center picking up the stylopharyngeus 
and bundling a mass of tissue forward. A tension 
suture may be placed from one posterior pillar to 
the other. As a rule there is some breaking down of 
the wound. 

The second stage of the operation is done from 
three to four weeks later and consists in palate 
closure, usually of the Langenbeck-Fergusson type, 
plus division of the hamular process or of the tensor 
palati. 

To date, the author has performed this operation 
in nine cases. One patient died of mediastinitis due 
probably to perforation of the buccopharyngeal 
fascia, and two patients complained of deafness after 
the operation. In six cases, evidence that the soft 
palate comes in contact with the pharyngeal wall 
has been offered by the patient’s ability to snort. 
The length of time that has clapsed since the opera- 
tion is not yet sufficient to warrant conclusions as to 
the speech results, but the indications are that these 
will be satisfactory. James B. Brown, M.D. 


Blassingame, C. D.: Angina Ludovici: An Anatomi- 
cal and Clinical Study. Arch. Ololaryngol., 1928, 
Vill, 159. 

Ludwig’s angina is a phlegmonous process arising 
from infection within the floor of the mouth and 
localized in a definite anatomical space bounded. be 
low by the mylohyoid muscle, laterally by the bodies 
of the mandible, posteriorly by the muscles which 
unite to form the base of the tongue and the deep 
part of the submaxillary gland, and above by the 
tongue and the mucosa covering the floor of the 
mouth. Being thus limited, the condition quickly in-.- 
duces alarming local symptoms. If treatment is not 
given promptly in the early stage, the mortality is 
approximately 50 per cent. 

The infectious process in Ludwig’s angina may be 
confined to one or both sides of the sublingual space 
or may appear about the midline. When it is con- 
fined to either side, the swelling forces the tongue 
upward and toward the opposite side. When it is 
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present on both sides simultaneously or about the 
midline, the tongue is forced upward toward the roof 
of the mouth and the mucosa of the floor of the 
mouth is swollen and oedematous in the area corres- 
ponding to the infectious process. Another promi- 
nent sign of the disease is a board-like swelling 
externally over the region involved. ‘This does not 
have any points of fluctuation, a fact which is easily 
explained by the absence of pus formation outside 
the muscle floor of the mouth which is under great 
stress from within. 

Experimental studies have shown that when ink 
is injected under the mucosa within the lower gingi 
val borders so as not to penetrate the mylohyoid 
muscle and when it is injected into the peritonsillar 
space it courses backward and infiltrates the deep 
cervical gland internal and slightly posterior to the 
sublingual gland and lying alongside the carotid 
sheath. This is therefore the course that infections 
about the mouth are apt to pursue. 

Blassingame reports four cases of Ludwig's 
angina. The bacteria that predominated were strep 
tococci, staphylococci, and mixed bacteria. The tis 
sue showed a marked oedema, and there was a rapid 
spread of the inflammatory process with an unusual 
effusion serous, purulent, fibrinous, haemorrhagic, 
or gangrenous —ia the intercellular spaces. 

The prognosis depends to a great extent upon 
whether the infeciion breaks through the barrier at 
the posterior limits of the subliagual space. When 
it penetrates this barr’er it may be carricd by the 
lymphatic glands to the structures in th: carotid 
sheath, where it is prone to develop into a g:neral 
septicaemia, or it may form a descending abscess of 
the neck following the muscl+ and fascia planes 
downward to the mediastinum. 

The treatment of Ludwig’s angina is thorough 
surgical drainage of the involved ara lefore the 
infection breaks through its anatomical barriers. 
The incision of choice is external and made over the 
location of the abscess as indicated by the point of 
greatest swelling and tenderness. It should extend 
through the floor of the mouth and should be long 
enough to admit two rubber tubes. ‘Through these 
tubes the cavity should be irrigated twice daily with 
an antiseptic solution such as 5 per cent mercuro- 
chrome-220 soluble. Morris H. Kaun, M.D. 


NECK 


Kimball, O. P.: The Efficiency and Safety of the 
Prevention of Goiter; Results of a Survey in 
Michigan. J. Am. M. Ass., 1928, xci, 454. 

The fundamental principles of goiter prevention 
which were derived from the experimental studies of 
Marine may be summarized as follows: 

1. Endemic goiter is a deficiency disease. 

2. The enlargement of the thyroid termed ‘“ goi 
ter” is a compensatory hypertrophy due immedi 
ately to an iodine deficiency. 

3. Iodine deficiency may be absolute or relative, 
i.e., the result of an intake insufficient for the normal 
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body requirements or of an increased requirement 
because of growth, development, pregnancy, or in- 
fection. In either case the iodine available is insuffi- 
cient to permit the thyroid to maintain its normal 
iodine balance. 

4. The normal thyroid contains from 1 to 5 mgm. 
of iodine per gram of dried gland. When the iodine 
content falls below 1 mgm. per gram, cellular hyper- 
trophy and hyperplasia begin and continue to the 
point of exhaustion and atrophy of the cells or until 
the iodine balance is restored. 

5. The thyroid cells show an unusual affinity for 
iodine but apparently will not store up or hold sig- 
nificant quantities of the other heavy elements. Nor 
will any other gland of the body take up and store 
iodine in amounts comparable to the storage of iodine 
by the thyroid. 

6. The thyroid has the power to take up and store 
iodine from practically all known iodine compounds, 
whether they are administered by external applica- 
tion, by inhalation, enterally, or parenterally. 

7. There are certain periods in life when the func 
tional demands on the thyroid are increased; not- 
ably, during fetal life, at puberty, during pregnancy, 
and at the menopause. The increased demand re 
sults in a relative iodine deficiency. Pathological 
conditions, such as long febrile diseases, malnutri 
tion, and chronic infections, by increasing the de 
mands on the thyroid, may create an even greater 
iodine deficiency. 

As the result of his observations of adults with 
goiter, Kimball is convinced that there is no basis 
for the theory that iodized salt may. induce hyper- 
thyroidism in long-standing goiters. He believes 
that the etiology of hyperthyroidism lies within the 
individual, that the etiological factors are increased 
or aggravated by endemic goiter, and that by pre- 
venting endemic goiter we thereby prevent the fu- 
ture development of hyperthyroidism. 

The survey reported in this article is the first of 
an extensive investigation which has been outlined 
by the Michigan State Department of Health to de- 
termine the efficiency and safety of attempts at 
goiter prevention. The studies made thus far indicate 
that prophylactic measures such as are carried out 
in Michigan are very efficient and entirely safe. 

Morris H. Kaun, M.D. 


Hellwig, C. A.: Morphological Changes in Exoph- 
thalmic Goiter Following the Use of Lugol’s 
Solution. Surg., Gynec. & Obst., 1928, xlvii, 173. 

Hellwig studied the morphological changes in 
thirty cases of exophthalmic goiter which were 
treated with Lugol’s solution before operation and 
thirty cases which had not been so treated. In the 
iodine-treated cases he was unable to confirm the 


striking changes noted by Rienhoff. The only dis- 
tinct difference noted between the untreated and 
treated cases was found in the colloid. In the un 
treated cases the colloid was refractive and stained 
evenly and deeply. I’, S. Mopern, M.D. 


Hertzler, A. E.: Technique for Thyroidectomy. 
Surg., Gynec. & Obst., 1928, xvii, 225. 

Hertzler keeps toxic patients in bed until they are 
physically and mentally ready for operation. Non- 
toxic patients do not require special pre-operative 
preparation. 

Two hours and half an hour before the thyroidec- 
tomy, 1 gr. of morphine without atropine or scopola 
mine is given. The operation is done under local 
anaesthesia induced with a solution made by dissolv 
ing three 2-gr. tablets of novocain in 114 oz. of water 
to which from 5 to 8 minims of adrenalin have been 
added. A 26-gauge needle 1 in. long is used for the 
infiltration of the skin, and an 18-gauge needle 3 in. 
long is used for the induction of the deeper ans 
thesia. The skin having been infiltrated endermi- 
cally within the region of the proposed incision, the 
anterior cervical nerves are anaesthetized at the 
medial border of the sternocleidomastoid. ‘Then, 
with the needle still in place, the space in front of the 
trachea and the region around the upper lobe are 
treated. The ribbon muscles in front of the trachea 
and finally the region around the lower pole are 
anesthetized from the same skin puncture. Alto 
gether, about 30 c.cm. of novocain are used. 

A collar incision is made through the skin, platys 
ma, and the superficial fat, the anterior jugular veins 
are caught, the fascia is incised from one end of the 
wound to the other, and the ribbon muscles are 
nicked but not severed. The capsule of the gland is 
incised vertically and then freed from the gland by 
sharp dissection. Next, the lateral veins are caught 
and the capsule is followed to the posterior surface 
of the gland. Great care is taken at this stage of the 
operation as otherwise it is impossible to deliver the 
gland properly or to discover abnormal lobes. The 
upper pole is freed next and a ligature passed around 
it. On delivery of the lower pole, the inferior thyroid 
veins and the lateral branch of the inferior thyroid 
artery are tied. The lobe is then resected from above, 
the trachea being stripped in the process. Finally, 
the vessels are secured with the ligature used for the 
inferior artery, which is passed around the upper and 
lower pedicles of the pole. The second lobe is treated 
the same way as the first, but the operation may be 
deferred. If a drain is necessary, a gauze wick is 
placed above the sutured surface of the gland. When 
the wound is closed in layers, care is taken to pre- 
vent constriction of the muscles as this will result in 
myositis. I’. S. Mopern, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Maisonnet: Epilepsy Following a Revolver Wound 
Twenty-Five Years Ago. Spontaneous Disap- 
pearance of All Symptoms Ten Years Ago in 
Spite of the Presence of the Bullet in the 
Brain (Epilepsie consécutive 4 une blessure par 
balle datant de vingt-cing ans. Disparition spon- 
tanée de tous les symptomes depuis dix ans malgré 
Vexistence d’un projectile intracranien). Bull. et 
mém. Soc. nat. de chir., 1928, liv, 795. 

Maisonnet’s case was that of a man fifty years of 
age who gave a history of having been wounded by a 
revolver shot in October, 1903, the bullet entering a 
little beneath the right orbit. Attacks of epilepsy 
began six months later and recurred at intervals up 
to 1918. Since 1918, there had been no further signs 
of epilepsy. 

At a recent examination of the patient nothing 
abnormal was noted excepting a slight paralysis of 
the face which had been present since the injury. 
Roentgen-ray examination showed that the bullet 
was lodged in the occipital region near the surface 
of the hemisphere. 

LENORMANT, in reporting this case for Maisonnet, 
said that exyerience during the war disproved 
many of the classical theories regarding traumatic 
cy ilepsy. It is now known, for example, that localized 
or jacksonian epilepsy is not the most frequent type 
of traumatic eyilepsy, gencralized epilepsy being 
more common. Sudden death from epilepsy, which 
formerly was frequently reported, was rare among 
soldiers wounded during the war. It is now recog 
nized that the epilepsy does not always become 
worse. Not infrequently, the symptoms disappear 
spontaneously. Among ninety-six cases of epilepsy 
due to war wounds Maisonnet saw nine cases in 
which there was improvement and five in which cure 
rsulted. Lenormant reported a case in which there 
was marked improvement in the patient’s condition 
after the excision of a scar. 

Apparently a forcign body in the substance of 
the brain does not cause epilepsy, and convulsions 
are brought about only by irritation of the cortex 
by foreign bodies or scars. Therefore immediate 
treatment of a cerebral wound is indicated for the 
prevention of traumatic epilepsy. It is evident also 


that great danger is involved in cranioplasty and ~ 


particularly autoplasty of the dura mater as these 
procedures may leave scars adherent to the dura 
mater. 

In the discussion, Prcor reported a case of brain 
wound that he treated in 1916. When the patient 
was again seen in 1926 he was apparently well and 
had had no signs of epilepsy. As the purpose of his 
visit was to ask for a certificate of health, a lumbar 
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puncture was advised. Before it was performed, 
however, he died suddenly in an attack of generalized 
epilepsy. Picot thinks that possibly there had been 
a small accumulation of pus around the bullet and 
that this ruptured spontaneously into the ventricle. 
He cited the case as showing the necessity for caution 
in giving a prognosis in injuries of the brain. 
GREGOIRE reported a case in which epileptic 
attacks which followed a war wound sustained in 
1870 continued in spite of two operations but 
stopped spontaneously twenty-five years later. 
Aubrey G. Morcan, M.D. 


Glaser, J.: The Cerebrospinal Fluid of Premature 
Infants, with Special Reference to Intracranial 
Hzmorrhage and Pigmentation. Am. J. Dis. 
Child., 1928, xxxvi, 195. 


The author reviews 129 lumbar punctures which 
were done under his supervision on 100 premature 
infants at the Sarah Morris Hospital, Chicago. 

He has found that if lumbar puncture is performed 
properly, it is a relatively safe procedure and often of 
great value in the diagnosis and treatment of cerebral 
hamorrhage. 

In the cases reviewed, dry taps were due most often 
to the pushing forward of the loosely attached tough 
dura and failure of the needle to enter the subdural 
space, 

The frequency of unsuccessful results will be re- 
duced if the child is held in the sitting position and a 
fine hypodermic needle is used. The needle should 
be directed upward. From 1.25 to 1.5 c.cm. of fluid 
may be removed with safety. 

Of 70 cases in which autopsy was performed, cere- 
bral hemorrhage was found in 37 per cent, and in 73 
per cent of the latter the spinal fluid was bloody. 
Of 42 cases without cerebral hemorrhage, the spinal 
fluid was bloody or hazy in 31 per cent. Bloody spi- 
nal fluid is therefore suggestive but not diagnostic of 
cerebral hamorrhage. 

It was sometimes impossible to distinguish be- 
tween the blood due to the trauma of puncture and 
that resulting from cerebral haemorrhage. 

The most common location of the intracranial 
hemorrhages was subpial. Even when a cerebral 
hemorrhage is fatal, the spinal fluid may be free 
from blood. 

Xanthochromia is a physiological phenomenon 
in premature infants, at least during the first four 
weeks of life. Its degree may be determined from the 
icterus index. The icterus index of the cerebrospinal 
fluid of premature infants is highest during the sec- 
ond week of life. 

Of the author’s cases with yellow spinal fluid, the 
indirect van den Bergh reaction was positive in 60 
per cent. This indicates that one-half of the yellow 
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spinal fluids of premature infants contain a yellow 
pigment which is not due to haemoglobin or bilirubin 
and is probably an intermediate compound. 

A positive direct van den Bergh reaction of the 
spinal fluid is strongly suggestive of intracranial 
hemorrhage, but may occur also in icterus without 
such haemorrhage. 

A comparison of the curves for the icterus index 
of the cerebrospinal fluid and the blood serum seems 
to show that cerebral hamorrhage contributes to 
the degree of icterus neonatorum, and that unrecog 
nized cerebral haemorrhage may sometimes be the 
cause of so-called physiological icterus neonatorum. 

ALBERT S. CRAWForRD, M.D. 


Grant, F. C.: Ventriculography. Surg. Clin. N. Am., 
1Q265, Vill, O27 

The most important single factor in the successful 
removal of a brain tumor is its exact localization. 
Any neoplasm of sufficient size to increase intra- 
cranial pressure will alter the position, size, or shape 
of the ventricular system. Upon this fact is based 
the invaluable aid to the exact localization of brain 
tumors worked out by Dandy and known as “ ven- 
triculography.”’ Ventriculography consists in the 
substitution of air for the fluid of one or both ven 
tricles by the fractional method followed by roent 
genography of the skull in the various planes. Be- 
fore the injection of the air as much of the fluid as 
possible is removed by ventricular puncture in order 
to insure complete filling of the ventricles with the 
air and to prevent defects in the roentgenogram from 
the irregular distribution of air and fluid. 

The amount of air introduced must not exceed the 
quantity of fluid removed. All manipulations must 
be controlled by manometric pressure readings, and 
the final pressure must be no higher than the initial 
pressure. 

The author does a bilateral puncture in spite of 
adverse criticism because it gives more complete in- 
formation as to the size, position, and communica- 
tion of the ventricles and does not materially in 
crease the risk if the presence of an occipital lobe 
tumor is ruled out. 

The roentgenograms are taken with the tube be- 
low and the film above. Stereoscopic films are made 
of the lateral positions and single films of the antero- 
posterior and postero-anterior views. When the 
anteroposterior and postero-anterior roentgeno- 
grams are made the chin must be flexed on the chest 
in order to bring the third ventricle above the level 
of the frontal sinuses. 

The most difficult task is the proper evaluation of 
abnormalities in the ventricular outline. Decisive 
evidence of a tumor in one hemisphere 1s presented 
by definite distortion of the ventricle on that side 
as compared with the ventricle on the other side. 
Bilateral symmetrical enlargement of the ventricles 
is produced by lesions blocking the aqueduct of 
Sylvius infratentorially or in the third ventricle 
supratentorially. The differentiation is made from 
the presence or absence of dilatation of the third 


ventricle in the anterior and posterior views. De- 
fects in outline are dependable only when they are 
constant in all views. 

Before ventriculography is used, every other avail- 
able diagnostic measure should be tried. Localiza- 
tion by ventriculography should be checked against 
the clinical findings. X-ray localization must be 
very definite to take precedence over definite clinical 
localization. 

When operation is indicated, it should be per 
formed as soon after the examination as possible. 
When operation is not to be performed, the author 
removes the air by tapping the ventricle as this les 
sens the risk of the development of a severe intra- 
cranial crisis. Apert S. CrRAwrorp, M.D. 


Heathcote, R. St. A.,and Henry, A. K.: Brain-Flap 
an Infrequent Occurrence in Clinical Surgery; 
Its Experimental Production. Surg... Gynec & 
Obst., 1928, xlvi, 800. 

Sir William Wheeler, in 1923, described a case of 
skull fracture in which, during decompression, the 
brain was noted to rise and fall synchronously with 
the heavy respiration. Heathcote and Henry also 
noted this type of brain movement during operation 
upon four cases of fracture of the skull. 

In studying the phenomenon expcrimentally, they 
found that in dogs they were able to reproduce this 
condition, which they called “ brain-flap,’’ when the 
dura was exposed. By means of simultaneous kymo 
graphic tracings they showed that brain-flap occurs 
as a result of intracranial changes of blood volume 
associated with the changes of intrathoracic pressure 
occurring during respiratory movements and trans 
mitted through the great veins. The volume of a 
brain which exhibits this condition diminishes with 
inspiration and increases with expiration. 

Within limits, brain-flap is not dependent upon 
the level of blood pressure, although a sharp rise in 
blood pressure following the intravenous injection of 
adrenalin causes the phenomenon to disappear. 

Dyspnoea, both in men and animals, is a necessary 
accompaniment of brain-flap. The authors conclude 
that the excessive aspiration of blood from the veins 
by the chest during dyspnoea results in an imbalance 
between the inflow and outflow of blood entering and 
leaving the cranial cavity and causes this phenome 
non to appear. 

If the heart of an animal just after death is 
alternately squeezed and relaxed, great changes in 
intracranial pressure may be brought about which 
register curves opposite in character to those de- 
scribed in brain-flap. Leo M. Daviporr, M.D. 


Marque, A. M.: A Study of 1,008 Cases of Peripheral 
Facial Paralysis (Algunas consideraciones sobre 
1,008 casos de parilisis facial periférica). Semana 
méd., 1928, Xxxv, 940. 

The author has seen 1,008 cases of peripheral 
facial paralysis in the last fifteen years. In the 
benign forms, spontaneous recovery results in from 
six to ten days. 
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Marque does not believe that these cases should 
be considered of rheumatic or syphilitic origin be- 
cause they yield to treatment for rheumatism or 
syphilis. In cases of peripheral facial paralysis in 
patients with acquired or hereditary syphilis, he has 
usually found specific treatment of no avail. In 2 
cases—one with facial paralysis developing before, 
and the other with facial paralysis developing a long 
while after, the primary syphilitic lesion—recovery 
resulted, whereas in 6 cases in which facial paralysis 
developed in the second stage of syphilis in spite of 
energetic anti-syphilis treatment the condition went 
on to contracture, indicating either that the treat- 
ment had failed or that the paralysis was not caused 
by the syphilis. 

Facial paralysis sometimes follows an attack of 
angine or grippe. During the last three months of 
the great epidemic of influenza in 1918, Marque saw 
only 22 cases of facial paralysis, whereas in May, 
June, and July of that year he saw 35 cases. The 
seasonal frequency of the condition varies in different 
years. Of the 50 cases reported in 1921, 10 occurred 
in September, and of the 89 cases reported in 1926, 
15 occurred in May. In 1 case the paralysis recurred 
4 times in two years. Fifty-six per cent of the au- 
thor’s patients were men and the majority were 
between eighteen and thirty years of age. 

Facial paralysis may end in complete restoration 
to normal, persistence of the paralysis, or contrac- 
ture. The prognosis should not be based on the 
clinical symptoms alone. If electrical examination 
shows absence of reaction to the faradic current and 
hypo-excitability to the galvanic current in muscle 
and nerve, the paralysis will be of long duration, 
whereas if there is only hypo-excitability to both 
currents, the course will be short, and if there is 
marked hypo-excitability to the faradic current with 
hyper-excitability to the galvanic current the condi- 
tion will go on to contracture. 

Auprey G. Morcan, M.D. 


SPINAL CORD AND ITS COVERINGS 


Flexner, S., and Stewart, F. W.: Protective Action 
of Convalescent Poliomyelitis Serum. J. Am. 
M. Ass., 1928, xci, 383. 
Aycock, W. L., and Luther, E. H.: Pre-paralytic 
Poliomyelitis. J. Am. M. Ass., 1928, xci, 387. 
FLEXNER and STEWART recommend passive im- 
munization with convalescent serum in the cases of 
children menaced by poliomyelitis. They base this 
recommendation upon: (1) the experimentally dem- 
onstrated fact that when the virus of poliomyelitis 
is mixed with convalescent serum in vitro the mix- 
ture fails to produce the disease upon inoculation, 
and (2) the observation that in monkeys inoculated 
intracerebrally with pure virus the development of 
poliomyelitis may be prevented by the injection of 
convalescent serum even as long as from eighteen to 
twenty-four hours after the inoculation. 
Aycock and LuTHER describe the pre-paralytic 
symptoms of poliomyelitis which as a rule last about 
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three days. They then present data regarding more 
than too cases treated during the pre-paralytic stage 
and a larger number of untreated cases. The great 
importance of treatment in the pre-paralytic stage is 
shown by the following table: 
THE OUTCOME IN TREATED AND UNTREATED CASES OF 
PRE-PARALYTIC POLIOMYELITIS 


Treated Untreated 


Per cent Per cent 
Mortality... .. 0.9 14.0 
No paralysis. . ' — 36.0 r.2 
Average total paralysis . 19.0 65.6 
Paralysis of the two severe grades 5-7 46.0 


Leo M. Daviworr, M.D. 


Flexner, S., and Stewart, F. W.: The Specific Pre- 
vention and Treatment of Epidemic Poliomy- 
elitis. New England J. Med., 1928, cxcix, 213. 

Landsteiner’s discovery in 1909 that poliomyelitis 
can be produced in monkeys by the inoculation of 
human nervous tissue, and the discovery soon there- 
after by Flexner and Lewis that indefinite animal-to- 
animal transmission of the infection is possible led to 
extensive experiments which have resulted in an 
almost complete understanding of the etiology, path- 
ogenicity, and immunity phenomena of the condi- 
tion. The Rockefeller Institute is now carrying on 
intensive studies with regard to immunity and spe- 
cific therapy. 

It is well known that the blood of a recovered pa- 
tient contains virucidal or neutralizing antibodies 
for the virus of the disease in man or monkey. An 
active immunity has been produced in the monkey 
by repeated injections of the virus, but has not yet 
been attempted in man. 

In this article, Flexner and Stewart discuss the use 
of human convalescent serum in the treatment of 
pre-paralytic and early cases of poliomyelitis in man, 
and for the prevention of the disease in children 
chiefly during epidemic outbreaks. 

The employment of convalescent serum dates 
back to the authors’ work published in 1910. The 
method in favor consists in combined intrameningeal 
and intravenous injections made at the same time. 
The intravenous dose is the larger and is not re- 
peated. The intraspinal dose is repeated two or 
three times on successive days. There is no question 
but that this treatment protects monkeys against 
intracerebral inoculation of the virus, but as yet its 
value in man has not been so definitely proved. 

The authors propose that convalescent human 
serum be employed for passive immunization when 


. poliomyelitis is epidemic. The suggested doses are 


10 c.cm. for children and 20 c.cm. for adults, injected 
subcutaneously and repeated after a period of from 
four to six weeks if the danger still continues. In 
cases of pre-paralytic or early paralytic poliomyeli- 
tis, one intraspinal injection of the convalescent 
serum should probably be given as soon as possible. 

Brief reference is made to the other anti-sera in use 
at the present time. Chief among these are the sera 
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of Rosenow and Nuzum. According to the authors, 
these and other anti-streptococcal sera are empiric 
and do not scem to offer the true solution of the 
problem. Apert S. Crawrorp, M.D. 


SYMPATHETIC NERVES 


Reid, M. R.: Cervicothoracic Sympathectomy. J/. 
Wed., Cincinnati, 1928, ix, 232. 

Reid describes the tec hnique of cervicothoracic 
sympathectomy and states that in exposing the 
nerve it is better to split the sternomastoid since 
splitting the muscle is easier than freeing its posterior 
border and lessens the danger of traumatizing the 
eleventh nerve. 

Regarding the effects of cervicothoracic sympa 
thectomy he says that operations on the cervical 
sympathetic chain alone interrupt only efferent 
sympathetic fibers. When the stellate ganglion is 
included, both sensory and motor fibers are divided 
and weakness and atrophy of the pectoral, sterno 
mastoid, deltoid, infrascapular, tongue, and arm 
muscles may follow. The vessel tonus is decreased 
on the side which was operated upon; the surface 
temperature of the parts affected by the operation is 
increased, the increase persisting for from eighteen to 
twenty-one days; and Horner’s syndrome appears. 

During operation it has been noted that pressure 
upon the superior cervical ganglion causes pain in 
the neck and at the base of the skull, pressure on the 
middle ganglion causes pain in the thorax, and pres 
sure on the stellate ganglion causes pain in the arm, 
chest, and back. No pain is produced by pressure 
on the trunk. Intra-ocular tension is decreased and 
conjunctival hyperemia and lachrymation may occur. 
Sweating is suppressed on the side of the face, neck, 
and chest and reduced in the arm. In the experi- 
mental animal, wounds on the side operated upon 
heal more rapidly than those on the opposite side. 
So far as can be determined, the effect on the heart 


amounts to only a slight slowing due to unopposed 
vagus action. Adaptability to effort is improved. 
Occasionally, severe pain develops in the arm and 
the side of the face. The blood vessels are hypotonic 
but their automatism is exaggerated. 

In angina pectoris the results of the operation are 
sufficiently encouraging to indicate that such a pro- 
cedure will come to have a recognized value although 
it is now running the risk of discredit through injudi 
cious use. Of 150 reported cases, about 60 per cent 
have been benefited by various types of operation. 
The author favors the removal of the lower cervical 
and stellate ganglia although the manner in which 
the various operations have been beneficial is not 
known. In those cases in which there is recurrence 
after unilateral operation the procedure should be re- 
peated upon the opposite side. The best results 
have been obtained in cases of typical angina un- 
associated with recognizable serious cardiac lesions. 
In the presence of cardiac lesions the results have 
been less satisfactory. In such cases, however, opera- 
tion is not contra-indicated as the cardiac capacity 
is apparently not affected. Syphilis is not a contra- 
indication although antiluetic treatment should first 
be employed. The author believes that as the tech- 
nique of dorsal-root injection improves the number 
of sympathectomies may decrease. 

ZWIck, in discussing Reid’s paper, pointed out the 
dangers of antiluetic treatment in the presence of 
myocardial and coronary lesions. Such treatment 
may bring on anginal attacks in cases in which they 
have not previously been present. This probably is 
due to the production of an oedema of the coronary 
walls previously damaged by inflammatory prolifer- 
ation, or to healing which is so rapid that sclerosing 
scar formation is produced faster than the compen- 
satory mechanism can keep pace with it. European 
syphilologists advocate sympathectomy as a prepara- 
tion for antiluetic treatment in such cases. 

GitBert C. ANDERSON, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Sergent, E., Baumgartner, A., and Kourilsky, R.: 
Exploration of Thoracic Fistula and Wounds 
by Means of Lipiodol (L’exploration des trajets 
fistuleux et des plaies thoraciques par le lipiodol). 
Arch. méd.-chir. de Vappar. respir., 1927, ii, 527. 

It is important to know whether a thoracic fistula 
communicates with the pleura or with a bronchus or 
whether it is simply parietal and does not communi- 
cate with either. ‘This can be determined by means 
of lipiodol injection. The authors report five cases 
of thoracic fistula with roentgenograms. 

The first case was that of a woman twenty years 
of age who had been treated by incision and drainage 
for a slight purulent pleurisy of the left base and 
since that operation had had a small fistula and had 
expectorated daily a small amount of pus. Lipiodol 
examination showed that the pus came from bron 
chiectasis and not from the pleura; hence it was a 
pseudovomica. The pus that was discharged through 
the thoracic fistula came from the fistula itself. The 
intratracheal injection of lipiodol outlined bronchiec- 
tases in the bases of both lungs and did not enter 
the fistula. The only operation indicated was curet 
tage of the fistulous tract. 

The second case was that of a man forty years of 
age who had had a thoracic fistula ever since a re 
section performed for empyema ten years previously. 
Lipiodol examination showed that the fistula com- 
municated with the bronchi and perhaps with the 
pleura, and that therefore its obliteration would ex 
pose the patient to the dangers of retention. Several 
months after the examination the fistula closed 
spontaneously and the patient developed fever, signs 
of pneumonia at the base of the lung, and a feetid 
expectoration. When the fistula re-opened spon- 
taneously a few days later the symptoms ceased. 

In the third case, that of a woman thirty-two 
years of age, resection of ribs and drainage for puru- 
lent pleurisy were followed by the development of a 
parietal fistula which opened and closed periodically 
with the intermittent appearance of foetid vomica. 
Lipiodol examination showed direct communication 
of the fistula with the bronchi. There was no pleural 
effusion. Adhesions of the pleura had formed and 
the old recurrent pleurisy had dried up. The pus 


came from bronchiectases which had developed - 


secondarily in the retractile sclerotic tissue. Oblit- 
eration of the fistula would have been dangerous; 
hence the only operation indicated was total extra- 
pleural thoracoplasty. 

The fourth case was that of a woman suffering 
from chronic pulmonary tuberculosis with enlarge- 
ment of the axillary glands and fistula formation. 
The injection of lipiodol showed that the fistula did 


not communicate with the pleura or with a cavity. 
The only operation to be considered was curettage 
of the axilla. 

In the fifth case, that of a woman thirty years of 
age, appendectomy was followed by pulmonary 
symptoms due to an abscess of the lung and when 
the abscess was opened an axillary and an anterior 
parictal fistula developed. ‘The injection of lipiodol 
through the fistulee and the trachea showed that the 
axillary fistula communicated with the bronchi 
whereas the anterior thoracic fistula opened into a 
cavity that corresponded to the abscess. In the 


a septic embolus. The operation indicated for the 
fistula was total thoracoplasty. 
\uprey G. Morcan, M.D. 


Lecéne, P.. and Galtier, M.: Remarks on the Sur- 
gical Treatment of Vegetative Intracanalicular 
Tumors of the Breast (Remarques sur le traite- 
ment chirurgical des tumeurs végétantes intra-can- 
aliculaires du sein). J. de chir., 1928, xxxi, 481. 

Anatomical and pathological examinations of 
operative specimens and clinical observations have 
demonstrated the occurrence of vegetative tumors 
developing entirely within the ducts of the breast. 
Tumors of this type are the most common cause of 
bleeding from the nipple. Frequently they are 
benign and local removal will effect a cure. 

In the fresh specimen, the tumor may be seen 
within a dilated duct on macroscopic examination, 
It is almost always just beneath the nipple, and is 
usually limited to a single duct. Occasionally, how 
ever, it is found at the juncture of glands and ducts. 
It is usually about the size of a large pea, peduncu- 
lated, papillary, and finely lobulated. In some cases 
it may be villous. The surrounding connective tissue 
is pale pink and somewhat thickened and may con- 
tain a number of minute cysts. The normal acini 
appear as fine brilliant granules. 

On histological examination, the dilated duct is 
found to be filled by a papillary mass of vegetations, 
but everywhere the wall of the duct is intact and 
forms an impenetrable barrier to the intracanalicular 
growth. This is the chief diagnostic feature of the 
condition. The pedicle of the tumor is formed of 
loose, oedematous, highly vascular connective tissue, 
The bloody discharge from the nipple is explained 
by capillary rupture in the fragile papillary projec- 
tions of the growth. The epithelium of the vegeta- 
tions is of the high cylindrical type, similar to the 
normal lining of the duct, and does not produce 
mucus. There is no evidence of invasion; the entire 
picture is typically benign. 

When malignant transformation has occurred, the 
papillary projections are thickened and poorly de- 
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marcated, their epithelium is atypical, and invasion 
of the duct walls and the surrounding tissues may 
be noted. 

The removal of a benign intracanalicular tumor 
may be effected through a radial incision penetrating 
the nipple when the neoplasm has a superficial loca- 
tion and through a curved submammary incision 
when the neoplasm is deep. Frank B. Berry, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Vail, H. H.: The Tracheobronchial Tree in Chil- 
dren, with Reference to Blood Aspirated Dur- 
ing Tonsillectomy and Adenoidectomy under 
Ether Anesthesia. Arch. Ololaryngol., 1928, viii, 
20. 

The author emphasizes the importance of meas- 
ures to prevent the aspiration of blood into the 
trachea and bronchial tree during operations on the 
tonsils and adenoids under ether anesthesia. In 
bronchoscopic examinations made after tonsillec- 
tomy in the cases of 100 children, he found that blood 
had been aspirated in 62 cases. 

Ravpu B. Betrman, M.D. 


Halpern, L. J.,and Levinson, A.: Pulmonary Actino- 
mycosis: Report of a Case in a Two and One- 
Half Year Old Child. J. Am. M. Ass., 1928, xci, 
+2. 

The authors report a case of pulmonary actino- 
mycosis in a female negro child two and a half years 
old who had been born and reared in Chicago. A re- 
view of the literature indicates that actinomycosis 
in adults is rare in America and actinomycosis in 
children is extremely rare. 

In the authors’ case the clinical course of the dis- 
ease was that of pulmonary tuberculosis of the right 
upper and middle lobes with the formation of a cold 
abscess over the right pectoral region four weeks 
after the patient’s admission to the hospital. Aspi- 
ration of the swelling revealed a greenish-yellow, 
thick, purulent material which on direct smear 
showed many pus cells, a few diplococci, and no 
tubercle bacilli. Cultures of this material were 
sterile, and a guinea-pig inoculation was negative 
for tuberculosis. A few days after the aspiration a 
small incision was made over the swelling and a pint 
of the purulent material was evacuated. Direct 
smears from the walls of the abscess and the pus 
showed no organisms of the mycotic group. After a 
month at home the patient was re-admitted to the 
hospital as her general condition remained un- 
changed. About four months after the date of her 
first admission she died of acute pulmonary hemor- 
rhage. 

The nature of the condition was discovered at 
autopsy. The essential findings were actinomycosis 
of the right lung with secondary gangrene and ab- 
scess formation and perforation of the chest wall with 
erosion of the second, third, and fourth ribs ante- 
riorly. The bacteriological examination revealed no 
mycotic organisms, but microscopic sections of the 


lungs showed typical actinomycosis with secondary 
bronchopneumonia. J. Epwin Kirkpatrick, M.D. 


Gabrielle and Paitre: Hydatid Cysts of Both Lungs 
(Kystes hydatiques des deux poumons). Lyon chir., 
1928, xxv, 170. 

The authors report the case of a young Algerian 
soldicr who had two voluminous hydatid cysts, one 
in the right lung and the other in the left lung. The 
patient had been ailing for several months and had 
lost weight. He coughed constantly and complained 
of considerable respiratory difficulty. Examination 
revealed signs of pleurisy with a slight effusion in 
the right base and a diffuse congestion of the re- 
mainder of the right lung and of the entire left lung. 
On exploratory puncture, a serofibrinous fluid was 
evacuated from the right lung. No Koch bacilli were 
found in the sputum. After the exploratory punc- 
ture the temperature fell and the cough and expec- 
toration decreased, but the respiratory disturbance 
persisted, the face appeared puffy, considerable di- 
latation of the jugular veins was noted, and the 
thorax became enlarged, especially on the right side. 
A diagnosis of hydatid cyst was made and confirmed 
by X-ray examination and a second puncture. 

When the general condition improved, operation 
was first undertaken on the cyst of the right lung as 
this cyst had suppurated. The sac was removed. 
Drainage ceased after a few days and the wound 
closed completely. The bronchial fistulae healed 
spontaneously. At the end of a month, scarcely any 
trace of the cyst remained. 

In the meantime the other cyst had increased in 
size until nearly the whole left half of the chest ap- 
peared opaque in the roentgenogram. This cyst was 
also removed. The pulmonary cavity became in- 
fected, but following the introduction of a drain, 
complete healing resulted in less than a month. 

The authors state that hydatid cysts of the lung 
remain silent for some time. When they are volumi- 
nous and near the pulmonary cortex, their diagnosis 
is quite easy. When they are situated deep within 
the lung and are of average size, the diagnosis is 
best made with the X-ray. The shadow of the cyst 
is rounded and has clear outlines, and there is no 
zone of transition between the lung and the tumor. 
The diagnosis is confirmed by the evacuation of a 
clear fluid on exploratory puncture, but as puncture 
is dangerous it should be done only when it is to be 
followed immediately by operation. An early diag- 
nosis is important as it forestalls the opening of the 
cyst into the bronchi. 

In the removal of the cyst, great care must be 
taken to prevent spilling of its contents into the 
wound. PACE. 


Basset, A.: The Treatment of Acute Purulent 
Pleurisy (Traitement des pleurésies purulents 
aigiies de la grande cavité). Arch. med.-chir. de 
Vappar. respir., 1927, li, 535. 

Before the war and even up to the great influenza 
epidemic of 1918 it was generally believed that in 
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cases of purulent pleurisy operation should be per- 
formed as soon as the diagnosis was established, but 
during the epidemic of 1918 the mortality asso- 
ciated with immediate operation as a routine pro- 
cedure was so appalling that the plan of treatment 
was modified. 

It is still considered necessary to operate at once 
in putrid or gangrenous pleurisy resulting from gan- 
grene of the lung or an ordinary bronchopneumonia, 
and also in traumatic purulent pleurisy (infected 
hemothorax), but in purulent pleurisy associated 
with active pulmonary lesions it seems more danger- 
ous to operate immediately than to wait until the 
acute pulmonary condition has subsided. In cases 
of the latter type, medical treatment supplemented 
by vaccine or serum therapy and puncture should be 
given until the acute pulmonary stage has passed 
and the operation should then be done under local 
anwsthesia. ‘The author resects from 4 to 5 cm. from 
the ninth or tenth rib at the posterior angle. Care 
must be taken not to evacuate the pus too rapidly. 
If there is a pouch below the first resection that does 
not drain readily, another resection should be made 
lower. After evacuation of the pus and as complete 
removal as possible of the false fibrous membranes, 
drainage should be established by means of two 
large short drains with the thorax open or by a sys- 
tem of safety drains and siphonage with the thorax 
closed. As osteitis of the ribs may prolong the sup- 
puration, infection of the ribs must be prevented by 
covering the sectioned surfaces with soft parts. 

After the operation, the surgeon should keep the 
case under observation to see that the wound con- 
tinues to drain well, to remove any remaining false 
membranes, to give vaccine treatment, and, by pre- 
scribing gymnastic respiratory exercises, to re- 
expand the lung until the cavity is filled. The tem- 
perature curve and the local and general condition 
must be closely watched. If necessary, disinfection 
of the cavity may be completed by irrigation with 
Dakin’s fluid or the insufflation of an antiseptic 
vapor. 

In the cases of children, pneumococcus pleurisy 
is relatively benign and operation is not necessary 
unless medical treatment fails. In mild cases with 
slight effusion, the fluid may be absorbed spontane- 
ously, but when there is a large amount of exudate 
which re-forms quickly after puncture and the gen- 
eral condition becomes worse, resection is indicated. 

Auprey G. Morcan, M.D. 


Roche, E. H.: Suction in the Treatment of Empy- 
ema. Guy's Hosp. Rep., Lond., 1928, xxviii, 332. 
The author discusses the value of suction in the 
obliteration of empyema cavities which fail to close 
properly following rib resection. By means of a spe- 
cial apparatus devised by him, suction was applied 
to two cases with apparently good results. Roche 
concludes that in the treatment of acute empyema 
in adults the application of continuous suction of the 
correct tension may be expected slightly to shorten 
the course of the disease and lead to slightly better 
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recovery of the lung, and that in the treatment of 
chronic empyema in which healing does not occur 
within six weeks continuous suction is of great value 
and is effectively applied by means of the apparatus 
described. Jacos M. Mora, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Abel, A. L.: Congenital Gsophageal Obstruction. 
Brit. M. J., 1928, ii, 46. 

The author reports a case of complete oesophageal 
obstruction treated successfully by operation which 
was followed by pyloric stenosis which was also 
operated upon successfully. 

The patient, an apparently healthy full-term in- 
fant, refused to nurse at the breast for the first few 
days after birth and when fed with a teaspoon be- 
came cyanotic, coughed, and immediately vomited 
the entire amount of fluid administered. 

(Esophageal examination revealed, 11% in. below 
the level of the bifurcation of the trachea, a complete 
obstruction of the oesophagus formed by a white 
glistening membrane. Firm pressure with the oesoph- 
agoscope on this membrane caused it to rupture, 
disclosing a patent oesophageal lumen leading into 
the stomach. 

After rupture of the membrane the child had no 
difficulty in swallowing and gained weight rapidly, 
but four weeks later it developed the symptoms and 
signs of hypertrophic pyloric stenosis. A Ramm- 
stedt operation was followed by uneventful recovery. 

Ratpu B. Betrman, M.D. 


Muller, G. P., and Brill, S.: Gastrostomy in Car- 
cinoma of the @sophagus. Ann. Surg., 1928, 
Ixxxvili, 48. 

The authors state that cancer of the oesophagus is 
not a rare disease, being exceeded in frequency only 
by uterine, mammary, and gastric malignancy. In 
England and Wales there were 15,909 deaths from 
this condition in the period from 1911 to 1920 in- 
clusive. Clayton found 812 cases of oesophageal 
cancer in 5,900 autopsies. Vinson reported 154 
cases seen in a period of two years. 

Gastrostomy was first advocated for cesophageal 
strictures and diverticula by Egeberg in 1837. The 
operation was first performed in a clinical case by 
Sedillot in 1849. Ashhurst opposed the use of this 
operation in malignant disease, believing its risks to 
be too great in comparison with the possible benefits 
to be derived from it. 

Prior to the days of gastrostomy, dilatation was 
the accepted procedure. The foremost advocate of 


- dilatation at the present time is Vinson of the Mayo 


Clinic who, in 1923, reported 125 cases of carci- 
noma of the oesophagus treated by this method with 
3 deaths and an average duration of life of five 
months. The diagnosis in these cases was made from 
the history and the findings of roentgen-ray exami- 
nation and cesophagoscopy. 

The advocates of treatment with radium alone 
have apparently decreased in recent years. Stone at 
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the Memorial Hospital, New York, was unable to 
find a single case which was cured by radium al- 
though in many instances the irradiation was fol 
lowed by temporary improvement. Wassink re 
ported the case of a patient who was still living two 
and a half years after radium treatment, and Guisez 
cited the case of a man who was apparently well 
fifteen years after such irradiation. 

Intubation usually requires previous dilatation. 
In fifty cases of carcinoma of the oesophagus treated 
by intubation which were reviewed by Souttar, 
there were seven deaths and the average duration of 
life of the twenty-six patients who were traced was 
five and three-tenths months. In twenty cases in 
which gastrostomy was done there were seven 
deaths and the average duration of life of the ten 
patients who were traced was three and six-tenths 
months. 

On the surgical service, Division B, of the Hospital 
of the University of Pennsylvania, gastrostomy has 
been practiced almost routinely. In the period from 
September, 1922, to January, 1928, thirty-six such 
operations were done with a mortality of 27.8 per 
cent. Twenty-one were performed for carcinoma of 
the oesophagus. As the gastrostomy mortality for 
the total series was essentially the same as the mor 
tality in the cancer series, the authors assume that 
the chief factor in the high mortality is not the car 
cinoma itself but extraneous conditions. They con 
clude that if cases of a@sophageal cancer to be 
treated by gastrostomy are properly selected, gas 
trostomy is as safe as any method. 

The objections to gastrostomy have been its high 
mortality, the length of hospitalization, and the pa 
tient’s objections to being fed through the gas- 
trostomy tube. The high primary mortality is 
accounted for by the unselected patients who are 
poor risks with any type of treatment. The stay in 
the hospital should not be objected to if better re- 
sults are obtained thereby. The discomfort in feed 
ing cannot be avoided. Sometimes after being 
placed at rest by the gastrostomy, the cesophagus 
will again allow the passage of liquids and soft food. 
Occasionally the improvement resulting in the local 
lesion is sufficient to allow its later radical removal. 

The authors emphasize Jackson’s statements that 
asphyxia, dysphagia, pain, weight loss, hamateme- 
sis, emaciation, and cachexia are hopelessly late 
symptoms, and that every patient with the slightest 
abnormality in swallowing or abnormal sensation in 
the cervical, retrosternal, or epigastric region should 
be considered possibly cancerous and subjected 
to an X-ray examination of the oesophagus and 
cesophagoscopy. 

Of nineteen cases of cesophageal cancer, the lesion 
was situated in the upper third in three, in the mid- 
dle third in seven, and in the lower third in nine. Of 
fifteen cancers of the cesophagus which were studied 
histologically, twelve were squamous cancers and 
three were adenocarcinomata. According to Bro- 
der’s classification, seven were of Grade 2, three of 
Grade 3, and five of Grade 4. The average duration 


of life of the patients with cancer of Grade 2 was 
seventeen months, whereas that of those with cancer 
of Grade 3 was eight and one-quarter months and 
that of those with cancer of Grade 4 was ten months. 
C. O. Herpat, M.D. 


Brown, W.: A Thymoma Simulating an Abdom- 
inal Tumor. Brit. M. J., 1928, ii, tor. 


Brown reports the case of a child two and a half 
years old who was admitted to the hospital with 
bronchial pneumonia, a mass in the abdomen which 
suggested enlargement of the abdominal glands, and 
a history of progressive swelling of the abdomen of 
one month’s duration. 

Autopsy revealed in the abdomen a pale globular 
mass of fairly firm consistency which extended from 
the vertebral column and occupied the mesentery of 
the small intestine, and in the anterior mediastinum 
a similar mass of pale tissue slightly larger than a 
normal thymus. Sections showed the abdominal 
tumor to be a sarcoma (thymoma) which had its 
origin in the thymus (reticulum). The tumor cells 
in certain portions of the gland were very large, and 
in many respects the picture resembled that of 
Hodgkin’s granuloma. Raven B. Bertman, M.D. 


Jehn, W., and Nissen, R.: The Pathology and Clin- 
ical Aspects of Mediastinal Emphysema (Path 
ologie und Klinik des Mediastinalemphysems). 
Deutsche Ztschr. f. Chir., 1927, cevi, 221. 

The authors report the results of their study of 
mediastinal emphysema in rabbits and dogs. As 
dogs have a very delicate mediastinum, it was very 
difficult, in the cases of these animals, to make a 
technically perfect inflation. The inflation was pro 
duced by means of a cannula and a pneumothorax 
apparatus with simultaneous manometry from time 
to time cither at the jugular vein or in the epigastric 
angle. 

Ixxcept for somewhat frequent breathing and the 
inspirational position of the thorax, no external 
changes were noted in the animals at first. When the 
inflation was continued, the respiratory fluctuations 
in the blood pressure ceased suddenly and there was 
a characteristic fall in the blood pressure, the extent 
of which was parallel with the rapidity of the infla- 
tion with air. This was followed by brief apnoea, 
marked dyspnoea, and cyanosis. The eyes became 
prominent and the veins in the neck became en- 
gorged. As a result of the overloading of the blood 
with carbon dioxide, the blood pressure again rose 
and the first air bubbles reached the jugular vein. 
If the inflation of air was then stopped, the animal 
was still able completely to recover from the serious 
condition, but if the inflation was continued, the 
blood pressure again fell, the action of the heart 
ceased, and death occurred with motor convulsions 
and the escape of faeces and urine. 

In accordance with these clinical phenomena of a 
severe mechanical disturbance of the circulation, 
the chief findings at necropsy were compression of the 
intramediastinal portion of the vena cava and the 
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right auricle and a tense filling of the extrathoracic 
veins. 

The air usually collects first in the niche of the 
aortic arch. Here it exerts a circumscribed pressure 
effect on the posterior mediastinum and then leads 
to choking of the extrapulmonary portions of the 
pulmonary veins, possibly also of the left auricle, 
and an increase of the pressure in the pulmonary 
artery. By this stasis of the blood in the lungs, the 
initial acceleration of the breathing in mediastinal 
emphysema is easily explained. ‘The choking of the 
vena cava occurs only after a more marked collec- 
tion of air. The dyspnoea, however, can be explained 
only by the occurrence of a general constriction of 
the entire thoracic space due to the accumulation of 
air, since even in severe mediastinal emphysema 
there is no compression of the trachea. 

In man, mediastinal emphysema produces at first 
a feeling of constriction in the chest and a circum- 
scribed emphysema of the skin of the neck. ‘These 
symptoms are pathognomonic when there is no in 
jury of the cervical portion of the trachea and are 
absent only when the passage is obstructed by a 
goiter or some other tumor or induration or when a 
trauma has established a shorter and easier way for 
the air to reach the chest or abdominal cavity. As a 
rule they are followed suddenly by forced breathing, 
severe dyspnoea, deep cyanosis of the face, a cold 
sweat, tense filling of the cervical veins, an irregular 
flying pulse, apathy, snapping respiration, and death. 

The physical demonstration of a collection of air 
in the mediastinum is frequently impossible. The 
signs are a tympanitic percussion sound, millwhcel- 
like auscultatory phenomena over the heart, and 
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spotty clearings in the mediastinal shadow, a sharp 
appearance of the vascular shadows, and stripe- 
shaped markings of the laterally displaced right wall 
of the mediastinum in the roentgenogram. 

Chief among the causes of mediastinal emphysema 
are puncture and gunshot injuries of the chest; the 
induction of an artificial pneumothorax or pneumo- 
peritoneum; open injuries of the neck with valve- 
like sucking-in of air; the luxation of a substernal 
goiter; slight tracheal injuries; injuries of the main 
bronchi; the puncture of the adherent apex of the 
lung in the induction of plexus anzsthesia; the 
spontaneous opening of closed bronchi after the am 
putation of a lobe of the lung; the avulsion of a 
pulmonary lobe in contusions of the thorax; inter- 
stitial emphysema due to slight subpleural ruptures 
of the lung; tension pneumothorax with simultane- 
ous injury of the parictomediastinal fold of the 
pleura; severe phlegmons of the neck; perforations 
of the esophagus; pulmonary gangrene; and phleg 
mons of the extremities metastasizing by way of the 
blood stream. 

The treatment is determined by the severity of 
the clinical symptoms and the nature of the injury. 
If the source of the air is superficial, it should be ex 
posed. If the symptoms then persist and become 
threatening, the air should be aspirated by a suction 
glass or a low-pressure chamber. If the symptoms 
continue to become aggravated, a complicating 
tension pneumothorax must be excluded. If this is 
not found, a cervical mediastinotomy should be per- 
formed. If this does not help, wide operative expos- 
ure of the mediastinum by parasternal mediastin- 
otomy is necessary. ToBier (Z) 
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ABDOMINAL WALL AND PERITONEUM 


Sierro, E.: Drainage in Acute Peritonitis. A Study 
of 286 Cases of Peritonitis Operated upon at 
the Surgical Clinic of Geneva (Le drainage dans 
les péritonites aigiies. Etude de 286 cas de péritonites 
opérées a la clinique chirurgicale de Genéve). Lyon 
chir., 1928, Xxv, 135. 

In 286 cases of acute appendicitis entering the 
surgical clinic of Geneva in the last seven years there 
were 257 cases of localized, circumscribed, or general- 
ized peritonitis in which drainage was established. 
Sierro describes the procedure followed at the Gene- 
va clinic in the treatment of acute appendicitis. 

He states that if only the appendix appears dis- 
sased, appendectomy will suffice. If fluid and a 
localized inflammation are found, aspiration, drying 
with a compress, and touching with ether are indi- 
cated but care must be taken not to traumatize the 
peritoneum. At the beginning of peritonitis the fluid 
may be abundant but still sterile. Sierro takes a 
specimen of this fluid and watches cultures of it for 
growth. The time at which the drain is removed 
depends upon the nature of the organisms present. 

After appendectomy, Sierro closes the abdomen 
when the appendix is only inflamed, red, or phleg- 
monous and when there is only a little pus between 
the serous membrane and the omentum. When the 
appendix has perforated and the serous membrane 
has reacted at some distance, he drains the wound, 
since in such cases the pouch of Douglas is often 
filled with pus. Drainage is established also when the 
intestinal loops are red and dull, when the caecum 
is inflamed, when the peritonitis has involved the 
serosa, when the pus is foetid, gray, and sanious, 
when there is fecal matter on the compresses, and 
when gangrenous areas are discovered. 

The drains used are rubber drains covered with 
several layers of gauze and having 1 or 2 lateral 
holes in the lower end. Usually the drain is placed 
in the operative incision. In some cases, however, 
an infrapubic counter-incision or an incision in the 
left flank is added. The bed of the appendix is 
drained and special attention is paid to the pouch 
of Douglas. The patient is kept in Fowler’s position. 
Intra-abdominal pressure produced by partially 
closing the wall around the drain brings the fluid 
to the skin at the lower angle of the incision. 

In cases of gastroduodenal perforations the peri- 
tonitis rapidly becomes generalized, but during the 
first eight hours cultures from the peritoneum are 
sterile. 

During the last seven years, 29 cases of perfo- 
rated ulcer were operated upon at the Geneva 
surgical clinic. Drainage was established in all ex- 
cept 5 cases in which gastric resection was done. 





In 3 cases it was done to prevent dehiscence of 
the gastric suture, but in the majority its purpose 
was to empty the pouch of Douglas. The drain was 
placed in the laparotomy opening, a small infrapubic 
incision, or an incision in the right iliac fossa. 
The total mortality in the cases of appendicitis 
which were operated upon with drainage was 16.8 
per cent. A fecal fistula attributable to the drain 
developed in only 1 case. In no instance did the 
drainage cause a fatal complication, and in many 
cases it was of great benefit. Pace. 


GASTRO-INTESTINAL TRACT 


Devine, H. B.: Gastric Exclusion. Surg., Gynec & 
Ohst., 1928, xlvii, 239. 

The most important feature in Devine’s operation 
for gastric occlusion is the severing and occluding of 
one-half or two-thirds of the stomach in order to 
obtain the advantage of the acid reduction which 
follows partial gastrectomy with avoidance of the 
difficulties that sometimes attend that operation. 
The technique described in a previous article has 
since been modified, an oblique rather than a trans- 
verse section now being made. 

The operation is indicated in cases in which gas- 
trectomy is impossible and gastro-entcrostomy 
would not be sufficient. This group of cases includes 
those of old duodenal ulcer and tumor formation, 
bleeding or recurrent duodenal ulcer, or prepyloric 
ulcer with tumor formation which makes removal of 
the lesion extremely hazardous. While the author 
is aware of the fact that such lesions may become 
malignant, he nevertheless believes it best to delay 
the removal of the tumor until the inflammatory 
reaction has subsided. 

Devine has performed his operation with appar- 
ent cure in one case of hour-glass stomach and three 
cases of jejunal ulcer following gastro-entecrostomy. 
He believes that this procedure gives practically the 
same results as the massive resection of Finsterer 
without being as hazardous, and that it is of great 
value in properly selected cases. 

WitiraM J. Pickett, M.D. 


Lardennois, G.: A Benign Tumor of the Stomach 
A Peripheral Glioma Originating from the 
Sheath of Schwann; Roentgenological Diag- 
nosis, Removal by Gastrotomy (Tumeur bénigne 
de V’estomac—glioma périphérique dérivé de la gaine 
de Schwann; diagnostic radiologique, extirpation par 
gastrotomie). Bull. ef mém. Soc. nat. de chir., 1928, 
liv, 563. 


The author reports a case of benign gastric tumor 
which had produced symptoms for only two months 


522 





i ie 


an 


per 
De 
the 


anc 


Its 

creg 
lym 
lung 
nod 


Nitis 
but 
deat 
E) 
mod 


iz- 
ee 


y. 
he 
rer 
rat 


gne 
iine 
par 
928, 


mor 
iths 








SURGERY OF THE ABDOMEN 523 


previous to its operative removal. The patient, a 
woman of forty-eight years, suffered a sudden syn- 
copal attack with melena indicating a severe intes- 
tinal hemorrhage. The provisional diagnosis was 
duodenal ulcer, but X-ray examination revealed an 
area of clearness in the stomach shadow which 
Béclére ascribed to a benign tumor. 

The neoplasm was removed through a posterior 
gastrotomy from the anterior wall of the stomach. 
It lay in the muscularis and was covered by the gas- 
tric mucosa. The source of the haemorrhage was an 
ulcerated lesion of the mucosa over the most prom- 
inent part of the tumor. 

On microscopic examination, the mass was found 
to be an intramuscular schwannoma lying entirely 
beneath the muscularis mucosz. It was made up of 
a mass of rounded or ovular nuclei embedded in a 
fibrillar cytoplasm quite distinct from the connective 
tissue about it. 

The author states that benign tumors of the 
stomach are not especially rare. They cause few 
symptoms besides haemorrhage and seldom lead to 
pyloric obstruction. The number of cases reported 
is too small to warrant conclusions as to the fre- 
quency of their recurrence or malignant degenera- 
tion. Micuaet L. Mason, M.D. 


Warwick, M.: An Analysis of 176 Cases of Carcinoma 
of the Stomach Submitted to Autopsy. Anu. 
Surg., 1928, Ixxxviii, 216. 

This article is a review of the autopsy records of 
176 cases of carcinoma of the stomach in the De- 
partment of Pathology of the University of Minne- 
sota. The number of males with the condition ex- 
ceeded the number of females. ‘The ages of the sub- 
jects ranged from thirty-two to ecighty-two and 
averaged fifty-nine years. The cancer developed in 
the sixth decade in 35 per cent of the cases and in 
the fifth decade in 29 per cent. It occurred most fre- 
quently in the pylorus, less frequently in the wall, 
and still less frequently in the cardia. Diffuse car- 
cinoma throughout the wall was the least common 
form of the lesion. 

Ulceration was present in 43 per cent of the cases 
and in 51 per cent of these had caused a perforation. 
In 16 per cent, the opening was plugged, but in 35 
per cent it had been the cause of a fatal peritonitis. 
Definite obstruction was present in 34 per cent of 
the cases. In 72 per cent it occurred at the pylorus 
and in 28 per cent at the cardia. 

Metastasis was found in 77 per cent of the cases. 
Its most common site was the liver. Next, in de- 
creasing order of involvement, came the regional 
lymph nodes, the peritoneum, the omentum, the 
lungs, the mesentery, and the bronchial lymph 
nodes. 

The most frequent fatal complication was perito- 
nitis. In 11 per cent of the cases there was nothing 
but the presence of the tumor to account for the 
death. 

Emaciation was entirely absent in 18 per cent, 
moderate in 20 per cent, and marked in 62 per cent. 


The findings in the 176 cases are summarized in 
12 tables. Emit C. Rosirsnex, M.D. 


Lenarduzzi, G.: Roentgen Examination of the 
Small Intestine in Ascaridiasis (L’esame radio- 
logical de tenue nell’ascaridiosi). Radiol. med., 1928, 
Xv, 261. 


Ascaridiasis is much more common than is gen- 
erally believed. Roentgen-ray examination may re- 
veal many ascarides and lesions of the small intes- 
tine caused by them in subjects who have never 
passed worms or who have not done so for a long 
time. The roentgenographic demonstration of ascar- 
ides is easy if the examination is made carefully and 
systematically and with a good technique. 

Ascarides may be harmless in the intestine or may 
cause a pathological condition with rather varied 
symptoms. Their roentgenographic demonstration 
has often cleared up obscure abdominal syndromes 
and forestalled very serious diagnostic errors. As- 
caridiasis may be the primary etiological factor in 
mesenteritis, enterocolitis, appendicitis, and chole- 
cystitis. 

From the clinical point of view it is very impor- 
tant to demonstrate changes in the movements and 
tonus of the intestine. Changes of this type in the 
small intestine were noted in 43 per cent of the 
author’s cases of ascaridiasis. When such changes 
are found but no other cause is evident, a very care- 
ful search should be made for ascarides. The changes 
are of two types—excess changes and defect changes. 
Defect changes are the more frequent, differ in de- 
gree, and may show the roentgenographic syndrome 
of Vespignani. In cases presenting such changes 
operation may reveal the mesenteritis described by 
Donati. In cases with general and obscure intestinal 
symptoms a roentgen examination is necessary, not 
so much to demonstrate the presence of ascarides 
(which can be done by examining the stools), as to 
determine whether the worms have caused intestinal 
changes. Auprey G. Morcan, M.D. 


Mailer, R.: Observations on Diverticula of the 
Colon. Lancet, 1928, ccxv, 51. 

Mailer states that the most recent radiological 
records of the incidence of diverticula are those of 
Spriggs and Larimore. In a series of 1,000 radio- 
logical examinations of the colon, Spriggs found 
diverticula in 10 per cent. Larimore found diver- 
ticula in 1.24 per cent of 4,406 cases. At the Mayo 
Clinic in 1925, diverticula were found in 5 per cent 
of cases in a series of 4,484 radiological examinations 
of the colon. From April 1, 1923 to April 1, 1924, in 
498 necropsies at the Clinic (exclusive of partial 
necropsies and necropsies on stillborn children) diver- 
ticula were found in 34 cases (about 7 per cent). All 
but 2 of the patients in this series were over forty- 
five years of age. Making the necessary corrections, 
one may say that about 13 per cent of persons over 
forty-five years of age showed diverticular formation 
in the large bowel. Almost two-thirds of these pa- 
tients were males. 
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An examination of 53 specimens revealed that in 
22 cases the diverticula were confined to the sigmoid 
flexure Rarely was the caecum, ascending 
colon, splenic flexure, or upper rectum involved 
alone or with the sigmoid. In about 75 per cent of 
cases showing diverticular formation, the sigmoid 
was involved. 

Mailer gives a detailed account of the macroscopic 
appearance of the diverticula, their site in relation 
to the circumference of the bowel, their develop- 
ment, and their microscopic anatomy. 

With regard to the etiology of diverticula, the 
author says that the first aspect of the problem to 
be considered is whether the diverticula are con 
genital or acquired or whether there are really two 
distinct types. The fact that several cases have been 
described in young persons favors a congenital basis 
and in a proportion of cases there is also the associa 
tion with diverticula elsewhere in the body. Of the 
53 cases examined postmortem, diverticula of the 
colon were found associated with diverticula of the 
duodenum in 4 cases, with diverticula of the jejunum 
in 2, and with diverticula of the bladder in 2 cases 
In other words the coexistence is not common 
enough to favor a congenital origin. That diver 
ticula of the colon are sometimes congenital must be 
admitted, but such cases are rare. As a rule, the 
occurrence of diverticula in middle and later life is 
overwhelming evidence that they are acquired. In 
this series, 85 per cent of the patients were between 
the ages of forty and seventy so that apparently diver- 
ticula begin to affect persons in middle life and are 
especially common in advanced middle and old age. 
With few exceptions, diverticula occur after the 
patient has entered the degenerative period of life. 
It seems logical enough to assume that the loss of 
tone and elasticity of muscle which accompanies 
advancing years is not confined to striated muscle 
but affects the unstriped muscle throughout the 
body, including that of the intestine. 

Theoretically one would consider the diverticu 
lum with its irritating and infected facal contents 
to be an ideal nidus for the development of micro- 
organisms and for the occurrence of inflammation of 
varying grades of severity. This occurs rarely. Of 
34 cases in which diverticula were found postmortem 
in one year, only 1 case showed chronic inflammatory 
subserous changes of any degree of severity and even 
in this case the inflammation was latent and asymp- 
tomatic. Microscopically, 3 or 4 cases showed mild 
chronic inflammatory changes in the subserous fat. 
In the others, no inflammatory changes were found. 
Radiologically, diverticula are by far the most com- 
mon lesion in the colon. They are at least three 
times more common than carcinoma and ulcerative 
colitis. Diverticulitis, on the other hand, is rare and 
probably not more than ro per cent of the cases ever 
require surgical intervention for gross inflammatory 
complications. 

Different degrees of inflammation may occur in 
diverticula, but the final tendency is toward the 
formation of dense and more avascular connective 
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tissue which replaces the normal structure of the 
subserous coat of the bowel. This renders the in- 
testinal wall rigid, so that it loses its contractile and 
propulsive character and favors stasis. The con- 
traction of the fibrous tissue increases the already 
existing rugosity of the mucosa and consequently 
reduces the lumen. The last factor which may aid 
in the production of obstruction is angulation of the 
bowel, which is the result of adhesions and chronic 
inflammatory changes in the mesentery of the sig- 
moid. Peridiverticulitis of any degree is rarely pres- 
ent without some coexisting reaction of the perito- 
neal coat, and often the reaction is more acute in the 
peritoneum than throughout the rest of the bowel 
wall. The mobility of the sigmoid together with this 
adhesive peritonitis results in adhesions to adjacent 
viscera as well as of one loop of sigmoid to another; 
the latter complication is still further favored by 
chronic inflammatory changes in the sigmoid mesen- 
tery which shorten it and approximate adjacent 
loops. 

All grades of severity of peritonitis occur, depend- 
ing upon the virulence of the original infection. Un- 
like the similar process in the appendix, acute diver 
ticulitis rarely gives rise to generalized peritonitis. 
Localized pelvic peritonitis or localized abscess is the 
usual sequel. The adhesions may localize infection 
but they also predispose tothe formation of fistula and 
may make radical surgical procedures difficult. Of 
roo cases of diverticulitis investigated, adhesions 
were present in 74. Adhesions to the bladder are the 
most common and significant. In certain cases, car- 
cinoma of the sigmoid occurs with diverticula. In 
1917, W. J. Mayo reported the occurrence of car- 
cinoma in 13 out of a series of 42 cases. 

In discussing the clinical features of diverticula, 
the author states that in most cases there is gradu- 
ally increasing stenosis of the bowel from chronic 
diverticulitis and peridiverticulitis. From time to 
time, superadded acute inflammation may cause a 
flare-up and the sigmoid may become swollen and 
tender. Partial or complete obstruction may then 
supervene. 

The following syndrome is pathognomonic of 
acute diverticulitis: There is sometimes an initial 
chill and then the temperature rises to 100 degree F. 
or higher. Usually the patient vomits once or twice 
only. The bowels remain constipated, no flatus is 
passed, and enemata often return clear. Urinary 
symptoms are common. In 41 of the cases examined 
there were symptoms referable to irritation of the 
bladder. 

On examination, generalized abdominal distention 
or localized fullness in the left lower quadrant, is 
noted. On palpation, the left iliac fossa is tender but 
muscular rigidity, if present, is usually very slight. 
In the left iliac fossa an elongated tender tumor in 
the position of the sigmoid can usually be palpated. 
This tumor was present in 56 per cent of the cases of 
surgical diverticulitis. 

An acute attack of diverticulitis may last for from 
a few hours to two or three days. Occasionally it is 
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prolonged for a week or more or until relieved by 
operation. 

Symptoms referable to the development of fistula 
are either preceded by symptoms suggestive of a 
flare-up in the bowel condition or develop suddenly 
without warning. Often there is increasing constipa- 
tion with intermittent pain in the left lower quadrant 
for a week or more. Impending perforation into the 
bladder is heralded by pain and tenderness immedi- 
ately over the vesical area. Sometimes, however, 
perineal pain is present for several days. Then an 
attack of urgent, burning, and painful micturition is 
accompanied by the passage of small, grape-seed- 
like, facal particles through the urethra and the 
audible passage of gas at the end of micturition. 

The author says that the differential diagnosis be- 
tween diverticulitis and carcinoma may be difficult 
and well-nigh impossible until the malignant process 
is well advanced. 

Uncomplicated diverticula of the colon require no 
special treatment beyond adequate control of the 
constipation by appropriate measures which keep the 
diverticula of the sigmoid free so far as possible from 
the formation of hard concretions, which are the pre 
cursors of inflammatory changes. Medical manage 
ment in many cases not only tides the patient over 
an acute attack but may even safeguard him against 
subsequent attacks. In severe cases, however, and 
when obstructive symptoms are urgent, surgical 
intervention may be necessary. The choice lies be- 
tween colostomy, with the possibility of resection 
later, or resection without preliminary colostomy. 
The resection may take the form either of a Miku- 
licz operation or an anterior tube resection of the 
Balfour type. In the present series, a Mikulicz re- 
section was performed in 42 cases. In 21, an anterior 
tube resection was performed by the Balfour method, 
either with or without preliminary colostomy. In 8 
cases, colostomy alone was performed. The surgical 
procedures carried out in the other cases included 
local excision of diverticula, resection of a portion of 
the circumference of the intestine, plastic closure of 
vesicosigmoidal fistule, and short-circuiting opera- 
tions to relieve obstruction. ‘There was a mortality 
of 10 per cent. Most of the patients who survived 
the operation were traced for years and were found 
to have continued relief from symptoms. A few still 
complained of constipation, but this was controlled 
by the use of paraffin. Joun J. Matonry, M.D. 


Renander, A.: The Value of Roentgen Diagnosis 
in Cancer Coli. Acta radiol., 1928, ix, 213. 


The author reviews the cases of cancer of the colon 


which were examined roentgenologically and oper- 


ated upon at Serafimerlasarettet during the period 
from 1914 to 1926. He discusses also the cases in 
which the roentgenological examination suggested 
tumorous infiltration in the intestines but no cancer 
was found, and compares the reliability of the clinical 
findings in cases of cancer or other tumor, intestinal 
obstruction, and organic stenosis with the reliability 
of the roentgenological findings in these conditions. 


Of the total number of cases reviewed, the roent- 
genological examination was positive in 86 per cent 
and the clinical method was positive in 56 per cent. 
Of the operable cases, the roentgenological examina- 
tion gave a positive result in 91 per cent and the 
clinical diagnosis a positive result in 48 per cent. 
Of the inoperable cases, the roentgenological exam- 
ination was positive in 82 per cent and the clinical 
method was positive in 70 per cent. In the advanced 
inoperable cases in which the roentgenological ex- 
amination yielded uncertain results it was possible 
to make a positive diagnosis from the clinical find- 
ings. Of the total number of fifty-three cases of 
cancer of the colon, the pre-operative diagnosis re- 
mained doubtful after combined roentgenological 
and clinical examination in only two. 

In conclusion Renander states that the clinician 
is aided most by roentgenological examination in 
cases of operable tumors of the sigmoid colon, trans- 
verse colon, and caecum. 


Bruce, H. A.: The Death Roll of Appendicitis Due 
to the Absence of Classical Symptoms. Cana- 
dian M. Ass. J., 1928, xix, 38. 

Bruce quotes Gallie as stating that in 70 per cent 
of cases of appendicitis treated in a hospital for 
children the appendix was found to be ruptured at 
the time of the patient’s admission. In such cases 
the parents are almost entirely to blame for the rup- 
ture because as a rule they have given the child cas- 
tor oil and have failed to call a physician sufficiently 
early. 

The author briefly reviews the development of the 
diagnosis and operative treatment of acute appendi- 
citis and reports four cases to emphasize the danger 
of delay. He calls attention to the danger of attrib- 
uting any abdominal pain to an error of diet and 
states that, because of his experience, the surgeon 
should largely replace the physician in consultation 
in abdominal cases. 

The absence of the classical symptoms in appendi- 
citis is sometimes due to an unusual position of the 
appendix. In children there is sometimes no rigidity. 
Tenderness accompanied by rigidity is the most con- 
stant and reliable sign of the disease. 

At the beginning of an attack of appendicitis it is 
impossible to foretell whether the attack will be mild 
and subside spontaneously or will proceed to abscess 
formation or diffuse peritonitis. ‘Therefore it is best 
to advise immediate operation unless there is some 
complication which would make operation hazardous. 

Measures of value in the treatment of paresis of 
the bowel are the intravenous administration of 30 
c.cm. of 30 per cent saline solution and the use of 
stomach and duodenal tubes. 

RANK J. McGowan, M.D. 


Meisen, V.: The Injection Treatment of Hazmor- 
rhoids. Ugesk. f. Leger, No. 23, 1928. 
The injection treatment of hemorrhoids was first 
employed in 1871, but soon fell into disrepute be- 
cause of its exploitation by quacks. Today, how- 
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ever, it is used by reputable proctologists both in 
Kurope and in America. 

The author believes that in acute cases palliative 
treatment does not shorten the attack. The usual 
surgical measures give rclicf in many cases and have 
a low mortality, but require hospitalization for two 
or three weeks. 

The author's serics of 100 cases treated by injec 
tion included all types from mild cases to protrusions 
the size of a child’s fist. The average number of 
injections was 3, the greatest number 13, and the 
least number 1. 

Attention is called to the fact that the hamor- 
rhoidal veins bring about an anastomosis between 
the portal system and the inferior vena cava and in 
order to reach the vessel trunks the veins must pass 
beneath cither the sphincter ani or the levator ani 
muscles. In the adult, they are dilated. It is appar- 
ent, therefore, that stasis in cither venous system 
may predispose to the development of hamorrhoids. 
The author does not believe that constipation is an 
important factor, but has observed that overnour 
ishment and wine drinking may play a part. 

Pathologically, there are 2 types of hamor 
rhoids, the sponge-like variety, which occurs as a 
meshwork of dilated veins with ruptured walls, and 
the simple ampullar variety. In the injection treat 
ment, the dosage used for the former must be much 
smaller than that used for the latter. In the ampul- 
lar variety of hemorrhoids as much as 1 c.cm. of the 
hypertonic solution may be injected at one time. 
Hemorrhoids of the sponge-like variety are more 
frequently external, and those of the ampullar type 
are more frequently internal. The presence of an 
anal fissure or fistula can be determined only by 
careful examination. ‘The presence of cither may 
account for some of the symptoms. 

The author docs not employ the injection method 
in the acute case or the acute exacerbation of the 
more chronic case. For exposure of the hamorrhoid 
he requests the patient to bear down upon the in- 
serted finger. He does not employ a speculum. The 
hemorrhoid is touched with tincture of iodine, in- 
jected with !2 c.cm. of novocain solution, and very 
soon thereafter injected with the hypertonic solu- 
tion. The procedure is painless and is seldom fol- 
lowed by pain. Recently the author has injected 
1 c.cm. of a solution of quinine urethrane. No prep- 
aration of the bowel by catharsis is necessary. There 
is little danger of infection, and in none of the cases 
reviewed did embolism occur. Necrosis of the tis- 
sues resulted in only 1 case in the series. This is pre- 
vented if a proper technique and solution are em- 
ployed. WiiwiaM J. Pickett, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 
Judd, E.S.: ‘‘Sidetracking’’ Operations in Obstruc- 
tive Jaundice. J. Am. M. Ass., 1928, xci, 300. 
Judd reviews 212 cases in which a sidetracking 
operation between the biliary and gastro-intestinal 
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tracts was done at the Mayo Clinic. He believes 
that such an operation is definitely indicated in 
malignant and benign obstruction of the bile ducts. 
While the immediate risk is rather high, the patients 
often being unfavorable subjects for surgery, the 
operation is justified by the ultimate results in cases 
of malignant obstruction as well as in those of benign 
obstruction. Many of the patients live for a long 
time in a fair degree of comfort following the anas 
tomosis. In some of the benign cases reviewed a 
second operation was required, but in most of these 
the ultimate result was good. 

From the clinical aspects of biliary duct obstruc 
tion Judd has come to the conclusion that in the 
differential diagnosis of the condition too much im 
portance has been ascribed to the presence of pain. 
In the cases reviewed, pain or colic or both were more 
frequently associated with malignant lesions than 
with benign lesions. 

Judd believes that a patient with painless jaundice 
should have the benefit of exploration if the jaundice 
has persisted long enough to suggest cholangeitis 
and the general condition seems to warrant the 
procedure. 

It has been shown clearly by experiments on ani 
mals as well as by clinical experience that bile in 
the stomach does not interfere in any way with the 
chemistry of digestion. 

Iixperimental evidence proves that infection in- 
variably follows sidetracking operations and_ pro 
duces definite change in the wall of the gall bladder 
or duct and in the substance of the liver. Sometimes 
it causes chills, fever, and intermittent jaundice, but 
it is not as apparent clinically as might be expected 
from a study of the gall bladders and livers of ex- 
perimental animals subjected to such an operation. 

In the cases in which the gall bladder has not been 
removed and the hepatic duct is patent, the preferred 
operation is cholecystogastrostomy by a suture 
technique. This operation is carried out easily and 
is not apt to be followed by infection. 

In the benign cases in which a biliary fistula is 
present, the fistulous tract may be used in the forma 
tion of a bile duct, but in most cases of benign stric 
ture the best procedure is an anastomosis of the bile 
duct to the duodenum. 


Costantini, H.: Rupture of an Ameebic Abscess of 
the Liver into the Bronchi (De l’ouverture dans 
les bronches des abcés amibiens du foie). Arch. 
méd-chir. de appar. res pir., 1927, ii, 510. 

When an amoebic abscess develops on the anterior 
or lower surface of the liver the swelling it causes is 
readily perceptible, but when the abscess is located 
on the posterosuperior surface it is not so readily 
diagnosed. 

A large percentage of unrecognized amoebic ab- 
scesses of the liver rupture through the diaphragm 
and adherent pleura into the lung and finally into a 
bronchus. If adhesions have not formed the rupture 
may take place into the pleural cavity. The diag- 
nosis is certain if the vomiting is copious, if the pus 1s 
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of the characteristic chocolate color, if the amoeba 
are demonstrated by microscopic examination, and 
if there is a history of dysentery. In some cases, 
however, the vomiting is intermittent, considerable 
yellow, nummular sputum is expectorated, the gen- 
eral condition is poor, dullness and the bubbling 
sound characteristic of a cavity are noted at the base 
of the thorax, and there is no clear history of dysen- 
tery. In the presence of such findings, tuberculosis 
may be suspected, but the possibility of ruptured 
abscess of the liver should be considered, particu- 
larly in countries where amoebiasis is common. 

In especially doubtful cases, three diagnostic 
methods may be employed: roentgenoscopy, explor- 
atory puncture, and emetine treatment. Roentgen- 
ography may demonstrate the presence of a hepato- 
bronchial fistula, a highly arched diaphragm, or a 
cavity in the liver with a fluid level. 

In the treatment, emetine or stovarsol are usually 
effective, but when the general condition is poor and 
the accumulation of pus is very large, rib resection 
under local anwsthesia is necessary. If the patient 
continues to cough in spite of prolonged emetine 
treatment and roentgenoscopy shows a large abscess 
that is being poorly evacuated through a small and 
tortuous hepatobronchial fistula, rib resection and 
drainage of the abscess are indicated. The wound 
may be closed primarily unless the pus contains bac- 
teria and unless a large bronchial fistula is present, 
circumstances rendering drainage necessary. In any 
case, alternate treatment with emetine and stovarsol 
should be continued for some time. 

Aubrey G. Morcan, M.D. 


Tanasesco: A Case of Hydatid Cyst of the Liver 
Opening into the Biliary Passages (Sur un cas 
de cyste hydatique du foie ouvert dans les voies 
biliaires). Bull. el mém. Soc. nat. de. chir., 1928, liv, 
O16. 


Whereas French surgeons contend that when a 
hydatid cyst opens into the bile passages the latter 
must be drained, Argentine surgeons claim that it is 
necessary only to marsupialize the cyst and allow the 
bile ducts to drain through the cyst cavity. 

In the case of hydatid cyst of the liver reported 
by Tanasesco there was a history of epigastric pain, 
nausea, and vomiting for five years. At one time 
these symptoms had been relieved by medical treat- 
ment, but ultimately the patient entered the hospi- 
tal because of an obstinate constipation and a large 
mass which developed in the right hypochondrium. 
Roentgen-ray examination showed the presence of a 
tumor which was free of the stomach but in contact 


with the duodenum. A milk and vegetable diet and. 


the intravenous administration of urotropin were 
tried with good results, and the patient was dis 
charged. ‘Two months later he was re-admitted with 
typical symptoms of cholelithiasis with obstruction. 
At operation, a hydatid cyst the size of a hazelnut 
was found in the common duct, but careful search 
failed to reveal the mother cyst. The abdomen was 
closed with drainage. After temporary improve- 


ment, the patient’s condition became worse and an 
area of dullness was discovered in the posterior axil- 
lary line on the right side. Diagnostic puncture re- 
vealed the presence of a seropurulent cystic fluid. 
Drainage of the cyst was followed by prompt re- 
covery. 

Tanasesco believes that he followed the only pos- 
sible line of treatment in this case, and that drainage 
of the cyst alone would not have relieved the ob- 
struction of the common duct. 

MicuaArr L. Mason, M.D. 


Whitaker, L. R.: Common Errors in Cholecystog- 
raphy. J. Am. M. Ass., 1928, xci, 141. 

Cholecystography was at first widely hailed as an 
extremely accurate diagnostic procedure, but now 
its value is being questioned, some authorities even 
going so far as to say that it gives no information 
that cannot be obtained by some other method. 

Adequate concentration of the opaque material 
in the gall bladder depends on the activity of the 
mucosa, for without the mucosa a shadow cannot 
be produced. However, the determination of the 
degree of injury to the mucosa from variations in 
the density of the cholecystogram is a doubtful 
undertaking. 

The absence of a shadow is regarded as one of the 
most certain indications of abnormality, denoting 
blockage of the ducts, a vesicle full of stones or 
débris, or an injured mucosa. But herein lie many 
possibilities of error. 

In the first place one must be sure that there is no 
shadow or that none can be produced. Sometimes a 
very faint shadow on the film escapes the eye or poor 
management of the patient or faulty technique in 
radiography may fail to bring out the shadow. Care- 
ful roentgenological technique is of extreme impor- 
tance and but few technicians are equal to it. Poor 
management of the patient with regard to feeding 
may result in failure to obtain a shadow and bring 
about an erroneous diagnosis. <A gall bladder can 
be diseased to the point of cholesterosis and stone 
formation and still preserve normal concentrating 
and contractile power. 

Mottling or inequalities of density almost inva- 
riably mean stones, but sufficient penetration must 
be obtained to bring out these “negative” areas in 
the shadow of the gall bladder. In order to empha 
size differences in density due to stones, not only 
penetration of the subject but also penetration of 
the gall bladder itself must be secured. It is well to 
remember that a dose of the drug above the opti- 
mum may produce a shadow so dense that small 
stones of lesser density will not produce negative 
shadows. 

Gas in the colon and duodenum can be evacuated 
more or less by enemata and pituitary extract. 
If these measures fail to remove troublesome gas, 
mottling of the shadow should not be considered as 
of great significance. 

The author would like to dispel the prevailing 
belicf that if a gall-bladder shadow is moderately 
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reduced in size in from one-half to one hour after a 
fat meal the vesicle is normal. Nothing in cholecys- 
tography tells that the vesicle is normal. Moderate 
contrac ion after a fat meal simply indicates that the 
musculature of the gall bladder is active enough to 
produce this effect, but there may be some round 
cell infiltration of the vesicle wall, the mucosa may 
be the seat of cholesterosis, and the vesicle may con 
tain stones of varying number and size. 

Contraction of the gall bladder depends upon the 
digestion and absorption of food, especially of fat, 
and if for some reason these processes do not occur, 
the gall bladder, although normal, will not contract. 
Nausea, distaste for food, nervousness, or other fac- 
tors may prevent emptying of the vesicle. 

Howarp A, McKnicut, M.D. 


Smithies, F.: Parasitosis of the Bile Passages and 
Gall Bladder. A Report upon Instances of 
Protozoiasis and One Instance of Infestation 
by Necator Americanus. Am. J. M. Sc., 1928, 
clxxvi, 225. 


Smithies reports thirty-seven cases in which vari 
ous protozoa, including endamoacba histolytica and 
giardia, were recovered during non-surgical drainage 
of the biliary tract and one case in which necator 
americanus was found in the duodenal aspirates. He 
describes his procedure for the demonstration of 
protozoa in duodenal syphonates after Lyon’s meth- 
od of ‘‘stimulation,’”’ emphasizing especially the im- 
portance of immediate microscopic study. 

In the cases reviewed the failure to find protozoa 
in the mouth, stomach, duodenum, and upper je- 
junum prior to the metapyloric instillation of mag- 
nesium sulphate solution and the demonstration of 
the parasites after such instillations constituted 
strong evidence that the various bile mixtures con- 
taining the protozoa came from the gall bladder and 
bile ducts. Although the stools of the majority of 
the patients contained protozoa or their cysts while 
the gastric and duodenal residues were free from 
these parasites, in eight cases in which cholecystec- 
tomy was done the parasites found pre-operatively at 
drainage of the biliary tract through the duodenum 
and in the stools were isolated from the fresh gall 
bladder bile. Smithies therefore maintains that the 
protozoa found in various gall-tract fractions of 
bile had been present in the bile tract and were not 
accidental contaminations of the duodenal contents 
from the gut segments cephalad to the upper jejunum. 

Four cases of parasitosis are reported in detail to 
demonstrate the effects of non-surgical management. 
In seven of eight cases requiring surgical treatment 
the disturbances ceased after cholecystectomy. One 
patient died of anamia a year after cholecystectomy 
and splenectomy. 

The findings in the removed gall bladders show 
that protozoiasis of the gall bladder and bile passages 
may be responsible for recognizable lesions and 
digestive dysfunction. Smithies concludes also that 
when the alimentary tract is infested by protozoa 
the invasion of the biliary tract by these organisms 


may result in foci of infestation from which the 
intestines may become re-infected. He therefore 
recommends that in all cases of intestinal protozoi- 
asis an examination be made for these organisms in 
the gall bladder and biliary passages. 

uit C. Ropitsurk, M.D. 


Schwartz, A., and Huard, S.: Accidents of Chole- 
cystectomy and the Means of Avoiding Them 
(Des accidents de la cholécystectomie et des moyens 
de les éviter). Bull et mém. Soc. nat. de chir., 1928, 
liv, o14. 

The two chief operations performed for the re 
moval of the gall bladder at the present time are: 
(1) cholecystectomy by the direct (classical) method, 
in which the gall bladder is freed from above down- 
ward, and (2) retrograde cholecystectomy (Mayo- 
Moynihan, Gosset), in which the cystic duct is 
ligated first and the gall bladder is liberated from 
below upward. In each of these methods there are 
two important and often delicate steps, namely, 
ligation of the cystic artery and ligation of the 
cystic duct. 

Accidents such as injuries to the common duct and 
the vascular pedicle are not uncommon in the course 
of cholecystectomy even when it is performed by 
skilled surgeons experienced in biliary surgery. 
Injuries of the common duct are often attributed to 
anatomical anomalies or to changes incident to the 
presence of pathological lesions. Frequently the 
injury is recognized at the time of the operation, but 
in some cases it is first brought to notice by jaundice 
or a biliary fistula. Injuries to the vascular pedicle 
are much rarer. It seems possible that the portal 
vein also might be damaged, but so far as is known 
such an accident has never occurred. Several in- 
stances of injury to the hepatic artery are reported; 
in one statistical report, fourteen cases of ligature of 
the hepatic artery with seven deaths were recorded. 
Sometimes the cystic artery escapes from the for- 
ceps, retracts, and is not found again. 

The occurrence of such accidents in operations per- 
formed by experienced surgeons is blamed as a rule 
on anatomical anomalies. Even in a normal case 
the upper border of the gall bladder in the region of 
the neck is in such intimate contact with the right 
branch of the hepatic artery that it is difficult in 
ligating the cystic artery to pass between the gall- 
bladder neck and the branch of the hepatic artery. 
The authors have demonstrated in cadaver dissec- 
tions that the hepatic branch may easily be included 
in the forceps or ligature, and they believe that, 
although there are no reported cases of inadvertent 
ligation of this artery, many of the sudden deaths 
following cholecystectomy which are ascribed to 
hepatic insufficiency or cardiac failure must be due 
to damage to the hepatic artery and that this type 
of accident should be recognized along with injuries 
of the common duct as one of the possibilities to be 
feared in cholecystectomy. 

In order to avoid accidents during cholecystec 
tomy, the authors have evolved a technique in which 
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the use of forceps is avoided. To date, this technique 
has been employed in six cases. When the peritone- 
um on both anterior and posterior surfaces of the 
pedicle is incised and the mesentery drawn taut, it 
is seen that the pedicle consists of three compart- 
ments, the superior compartment containing only 
areolar tissue, nerve filaments, and small accessory 
veins; the middle compartment containing the cystic 
artery; and the inferior compartment containing the 
cystic duct. A grooved sound is passed between the 
compartments and each one is ligated separately. 
By this method a degree of security is attained which 
is lacking in all other forms of cholecystectomy. 
Leo M. ZimmerMAN, M.D. 


Hultén. O.: A Contribution on the Roentgen Diag- 
nosis of Acute Pancreatic Affections (Beitrag 
zur Rontgendiagnose der akuten Pankreasaffek- 
tionen). Acta radiol., 1928, 1x, 222. 

The author reports fourteen cases of acute pan- 
creatic affections examined roentgenologically. In 
six, the diagnosis was verified by operation and in 
three by autopsy. The roentgenological picture 
varies considerably according to the influence of the 
process upon the adjacent organs. In the cases re- 
viewed the findings were: 

1. Sensitiveness to pressure and swelling over the 
site of the pancreas. 

2. Relative or complete immobility of the left 
side of the diaphragm and sometimes also of the right. 

3. The presence of a slight exudate in the pleuro- 
costal sinus on the left side or on both sides. 

4. Interlobular bands in the base of the lung. 

5. Indistinctness of the outline of the psoas muscle 
on the left side. 

6. Swelling of the bursa omentalis with displace- 
ment of the stomach. 

7. Gas in the bulbus and duodenum; atonicity 
and absence of peristaltic action; and heavy folds of 
mucous membrane in the duodenum. 

8. A large quantity of gas in the transverse colon 
and the colonic flexures, particularly on the left side. 

9. Signs of biliary concretions or enlargement of 
the gall bladder. 

The differential diagnosis between pancreatic 
affections and perforating ulcers is easy when there 
is free gas in the abdomen. In the differential diag- 
nosis from intestinal obstruction by strangulation or 
obturation, roentgenological examination is of great 
aid. The differentiation of paranephritis on the left 
side from acute affections of the pancreas is more 
difficult. 

In conclusion the author describes the technique 
of roentgenological examination for acute abdominal 
conditions. 


Grant, J. W.: Acute Necrosis of the Pancreas. 
Brit. M. J., 1928, i, 1101. 

The author states that acute pancreatitis may be 
more common than is generally believed since before 
operation it is often diagnosed erroneously even by 
competent surgeons. 
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In the past two years, six cases of acute pancrea- 
titis have come under his observation. Prior to that 
period he had seen only one undoubted case and had 
found records of only five cases in charge of other 
surgeons of the Cardiff Royal Infirmary. 

Of the twelve cases reported by Grant, two were 
those of males aged fifty-five and sixty-nine years 
and ten were those of females aged twenty, twenty- 
two, twenty-five, twenty-six, twenty-nine, thirty-two, 
thirty-three, fifty-four, sixty-three, and seventy- 
two years. It is seen that while the ages of the males 
were in agreement with the usual statistics, the ages 
of the females show a striking proportion of very 
young women. In three cases in which the sexual 
history was given, parturition had taken place one 
month, six weeks, and three months, respectively, 
prior to the onset of the attack and in the last case 
symptoms of gall-bladder trouble dated immediately 
from childbirth. 

In ten cases, stones were found in the gall bladder. 
In two of these cases, stones were also found in the 
common duct. One patient had an impacted stone 
in the ampulla of Vater, the common duct being 
greatly distended. Death occurred when the ab 
domen was opened. In ten cases, operation revealed 
fat necrosis; in two cases, hamorrhagic fluid; in two 
cases, ‘‘beef broth” fluid; and in two cases, straw 
colored serous fluid. Fat necrosis was therefore the 
most constant sign although, according to Brocaq, 
the most constant sign is hamorrhage. 

In two cases, suppurative cholangcitis was found. 
In one of these, small stones were present in the 
common duct, but there were no signs of involvement 
of the pancreas although at autopsy two days later 
fat necrosis around the pancreas and muco-pus in 
the duct of Wirsung were discovered. 

The patient, seventy-two years of age, had under- 
gone a cholecystostomy for gall stones several years 
previously and had been free from symptoms until 
the night before her admission to the hospital when 
she was seized with pain that she described as more 
severe than the pain associated with gall-stone colic. 
At operation, the only sign of pancreatic disease was 
one patch of fat necrosis in the gastrocolic omentum, 
and on palpation the pancreas seemed normal. The 
main ducts contained muco-pus and were distended, 
readily admitting the index finger. No stones were 
discovered in either the ducts or the gall bladder. 
Autopsy several days later revealed a large, red, 
congested pancreas presenting necrotic areas and 
the presence of fat necrosis in the surrounding 
tissues. 

In conclusion the author states that in all cases in 


‘ which hemorrhagic fluid or areas of fat necrosis in- 


dicate the possible presence of pancreatitis, the con- 
dition of the pancreas should be determined by 
direct inspection after division of the gastrocolic 
omentum, since it is usually impossible to determine 
the presence of pancreatitis by palpation alone. If 
signs of oedema or hemorrhage are found, the pan- 
creas should be incised and drained. 
Joun J. Maroney, M.D. 
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Friedenwald, J., and Cullen, T. S.: Carcinoma of 
the Pancreas: Clinical Observations. Am. J. 
M.Sc., 1928, clxxvi, 31. 

On the basis of their study of thirty-seven cases of 
primary carcinoma of the pancreas and a review of 
the literature, the authors conclude that carcinoma 
is the most common malignant tumor of the pan- 
creas. It usually occurs between the fortieth and 
seventieth years of age and is more common in males 
than females. It is of the scirrhous type and character- 
ized by nodular enlargement. Its most frequent site 
is the head of the pancreas. 

The onset of the condition is usually gradual and 
the initial signs are rather vague. Pain is a very 
characteristic symptom and gradually becomes more 
and more acute. When it is intermittent it suggests 
biliary colic. In some cases, however, it may be en 
tirely absent. Tenderness on pressure over the epi 
gastrium and at times under the right costal arch is 
frequently noted. Jaundice is very common and may 
be the first sign of the condition, It increases pro 
gressively in intensity until the skin assumes first 
an olive-green and finally a black hue. Haemorrhages 
from the stomach and bowels are then not unusual. 

Enlargement of the liver is common, and disten 
tion of the gall bladder in the form of a pear-shaped 
tumor is of great diagnostic importance. A palpable 
tumor mass is a very late manifestation, however, as 
growths of the pancreas are so deeply situated that 
they are not perceptible until they have reached a 
considerable size. As in some cases the definite signs 
of the condition are preceded by looseness of the 
bowels, the possibility of cancer of the pancreas 
should be considered in the cases of persons of middle 
age who are affected by a persistent diarrhoea for 
which no other cause can be found. 

The gastric secretion frequently contains no free 
hydrochloric acid. The stools are usually acholic 
and contain an abnormal amount of fat and undi 
gested muscle fibers. The pancreatic secretion 
ordinarily shows a diminished activity and not infre 
quently a complete absence of ferments, especially 
lipase. 

In conclusion the authors state that a differential 
diagnosis between chronic pancreatitis and malig- 
nant disease of the pancreas is at times impossible 
and errors may occur even at operation. 

NATHAN N. Cronn, M.D. 
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Thalhimer, W., and Murphy, F. D.: Carcinoma of 
the Islands of the Pancreas; Hyperinsulinism 
and Hypoglycemia. J. Am. M. Ass., 1928, 
xcl, 89. 

The authors report the case of a woman fifty-seven 
years of age who gave a history of attacks of som 
nolence followed by great restlessness and irritability 
which had recurred over a period of two and a half 
years. The attacks lasted about a day. During the 
year previous to the patient’s admission to the hos 
pital, they occurred about three times a week and 
were accompanied by epileptiform convulsions. Dur 
ing the previous month they had occurred daily. 

Physical examination was negative. While the pa 
tient was in the hospital the seizures came on regu 
larly every morning at about 9 o’clock and lasted for 
from thirty minutes to an hour. ‘Two successive 
blood-sugar determinations were 60.6 and 33.5 mgm. 
The patient died after she had been in the hospital 
for a month. 

Autopsy revealed a tumor near the tail end of the 
pancreas which measured 1.5 by 1 cm. The micro 
scopic appearance of this growth indicated that it 
originated from the cells of the islands of Langerhans 
and was cither a carcinoma of a low grade of malig 
nancy or an adenoma. ‘The authors attribute the 
patient’s death to hypoglycemia due to hyperinsul 
ism resulting from the active secretion of insulin by 
the tumor cells. Joun H. Gartock, M.D. 


Rhame, J. S.: Spontaneous Rupture of the Spleen 
with Venous Thrombosis. Ann. Surg., 1928, 
Ixxxvili, 212. 

The case reported by the author was that of a man 
twenty-five years of age who was suddenly seized 
with an attack of abdominal pain and vomiting. At 
operation, a ragged tear in the capsule of the spleen 
was found. When splenectomy was performed, 
thrombosis of the veins was discovered, but it was 
impossible to determine whether this was the cause 
of the hemorrhage into the spleen and the sub 
sequent rupture of the splenic capsule or had oc- 
curred after the rupture. 

In conclusion, the author calls attention to the 
fact that spontaneous rupture of the spleen is 
characterized by a tendency to occur when the 
spleen is engorged during digestion. 

Emit C. Ropitsuek, M.D. 
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Gosset, Ledoux-Lebard, and Béclére: A Roentgen 
Study of the Contractility of the Uterus and 
Tubes (Etude radiologique de la contractilité uté- 
rine et tubaire). Bull. Soc. d’obst. el de gynéc. de Par. 
1928, xvii, 485. 


The injection of an opaque medium into the uterus 
and tubes reveals a constant contraction which 
varies in intensity and rhythm in different individu- 
als. There are three distinct zones of contraction, 
the two cornua and the isthmus. The contractions 
of the three zones are relatively independent of each 
other. As a general rule the cornua contract alter 
nately about every second and the uterus is entirely 
emptied of its contents in a few minutes. In normal 
cases in which there is no foreign body within the 
uterus to stimulate contraction the intensity and 
the frequency of the contractions seem to depend 
upon the general nervous condition. The point of 
origin of the contractions seems to be a small sphinc- 
ter at the boundary between the uterus and tube. 
The isthmus and tubes also contract independently. 
In the majority of plates the contraction of the intra 
mural and isthmic parts of the tube seems to coin 
cide with that of the cornua. The authors suggest 
that possibly a contraction wave starting at the 
sphincter runs both toward the center of the uterus 
and out along the tube. They did not see the peri 
staltic and antiperistaltic waves of the tube described 
by Rubin and Dyroff. 

In the discussion of this report, Le LorteER empha 
sized the importance of caution in the interpretation 
of roentgenograms of the interior of the uterus be 
cause of the changes in the form of the organ, and 
recommended that a series of roentgenograms be 
taken in order to avoid mistakes. 

Douay said that insufflation of the tubes should 
always be preceded by a lipiodol examination. 

CouveELatrre illustrated by pictures of bifid uteri 
the importance of lipiodol examination in the dem 
onstration of malformations of the uterus. 

Auprey G. Morcan, M.D. 


Dutta, P. C.: Some Functional Disturbances of the 
Uterus. J. Obst. & Gynec. Brit. Emp., 1928, xxxv, 
282. 

It is now generally believed that the longitudinal 
and circular muscle fibers of the uterus and vagina 
are supplied by two distinct nervous mechanisms. 

Several investigators have shown beyond dispute 
that parturition is normal even when the uterus is 
severed from all nervous connections. In Fellner’s 
opinion, the hypogastric is motor only to the circular 
muscle fibers of the corpus uteri and the longitudinal 
fibers of the cervix uteri and is inhibitory to the lon- 


“of the fundus. Occasionally 2 


gitudinal muscle fibers of the corpus and the circular 
fibers of the cervix. Whitehouse and Featherstone 
conclude that the nervous mechanism controlling 
the uterus belongs to three systems: (1) the sympa 
thetic, through the hypogastric system; (2) the para- 
sympathetic, through the nervi crigentes; and (3) 
the “local”? system, which is capable of producing 
rhythmical uterine contractions and is independent 
of the sympathetic and parasympathetic systems. 
According to Clifford and White, the contraction 
ring is a localized contraction of a band of circular 
muscle fibers over a point of slight resistance and 
may form in any part of the uterus. In most text- 
books, the contraction ring is described as a second- 
ary condition caused by long labor, meddlesome 
midwifery, disproportion, or malpresentation. ‘The 
findings in a series of twenty-one cases treated in the 
Rotunda Hospital in the last seven years indicated 
that as a rule the condition is due to a primary 
cause in the uterus. This is in agreement with the 
conclusions of White, Harper, Lewis, Whitchouse, 
Keatherstone, and Cook, all of whom believe that 
the most important etiological factor is increased 
uterine irritability. The contraction ring may form 
in any part of the uterus, cither near the fundus, 
about the internal os, or below the child. [t is gen 
erally oblique. Grorce W. Puretan, M.D. 
Goulliaud: Eighteen Cases of Pregnancy After 
Abdominal Myomectomy (Dix-huit cas de gros 
sesse aprés la myomectomic abdominale). Bull. el 
mém. Soc. nat. de chir., 1928, liv, Oot. 


Goulliaud states that myomectomy is preferable 
to hysterectomy only in the cases of women under 
forty years of age who desire not to become sterile. 
If it is performed with care, its mortality is low. In 
the author’s series of 118 myomectomies there were 
4 deaths. During the period of time in which these 
myomectomies were done, 574 hysterectomies were 
performed. Accordingly, there were 16 myomec 
tomies to 100 hysterectomies. Only 55 of the myo 
mectomies were performed under circumstances pro 
pitious for subsequent pregnancy. Fifteen preg 
nancies followed. Most of the women who became 
pregnant had only 1 subsequent pregnancy, but 
some of them had 2 or more 

The chief indication for myomectomy is a fibroma 
tumors may be re 
moved with safety. The more pedunculated the 
fibroma the better. In 1 of the cases reviewed the 
enucleation of an interstitial fibroid the size of a fetal 
head was followed by 3 normal pregnancies. 

The operation does not complicate pregnancy and 
does not favor miscarriage. In 2 of the author’s 
cases, placenta previa occurred. A notable case was 
one in which a degenerated fibroid thought to be 
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malignant was removed from the fundus, but a small 
cervical fibroid was left to complicate pregnancy. 
In patients who have had a myomectomy followed 
by pregnancy the fibromata may recur. Of 120 cases 
followed for from ten to twenty-eight years a recur- 
rence developed in 1o. Labor is not complicated 
unless the recurrence develops in the cervical region. 
In conclusion, the author states that women who 
have been subjected to myomectomy should be 
given the best possible care during pregnancy and 
labor. Goopricu C. SCHAUFFLER, M.D. 


De Rouville,: Cancer of the Cervix After Supra- 
vaginal Hysterectomy (Discussion sur le cancer 
du col apres hystérectomie supra-vaginale). Bull. 
Soc. d’obst. ct de gynéc. de Par., 1928, xvii, 343. 

De Rouville advises the systematic evidement of 
the cervical stump in subtotal hysterectomy as this 
operation combines the advantages of the total and 
subtotal operations without having the disadvan- 
tages of either. The evidement is total, stopping 
only a few millimeters from the external surface of 
the cervix and reducing the latter to a thin shell. 
As it may cause considerable haemorrhage, De Rou- 
ville takes the precaution of making a low ligation 
above the origin of the cervical and cervicovaginal 
arteries. Infection and malignant degeneration of 
the cervix are prevented by ablation of both the 
endocervical mucosa and practically all of the inter- 
stitial tissue of the cervix which is frequently the 
site of glandular extensions. PACE. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Muller, P.: The Lighting Up of Latent Adnexal In- 
fections by Intra-Uterine Treatments or Trau- 
matisms (Le réveil des infections annexielles la- 
tentes par les traitements ou les traumatismes intra- 
utérins). Rev. frang. de gynéc. et d’obst., 1928, xxiii, 
220. 

Muller reports a case in which, three days after 
curettage following an abortion, the patient com- 
plained of pain in the lower part of the abdomen and 
palpation revealed in the right lateral cul-de-sac a 
hard, painful mass the size of a mandarin orange. 
When the patient left the hospital a month later the 
swelling had disappeared, but the pain was still 
present on palpation. 

Latent tubal infection may be lighted up also by 
obstetrical trauma and even by the introduction 
into the uterus of a foreign body, such as a radium 
tube, a radio-active pencil, or a medicated pencil. 
The author suggests that tubal insufflation may 
have a similar effect. Pace. 


Gouverneur: Two Cases of Fistulization of a Pyosal- 
pinx into the Bladder (Deux observations de py- 
osalpinx fistulis¢s dans la vessie). Bull. et mém. Soc. 
nat. de chir., 1928, liv, 613. 

Fistulization of a tubal abscess into the bladder is 


not frequent. In Gouverneur’s opinion it occurs in 
less than 5 per cent of cases of tubal suppuration. 


The first of the two cases reported in this article 
was that of a woman of twenty-nine years who had 
two severe abdominal crises following an abortion. 
After the second crisis, pus appeared in the urine and 
examination revealed adnexitis on the right side and 
a large pelvic mass on the left side. On cystoscopic 
examination, a red oedematous area was found pos- 
terior to the left ureteral orifice. In the center of 
this area there was a perforation from which pus 
exuded especially when pressure was exerted on the 
abdominal mass. Hysterectomy was performed and 
the vesical perforation covered with peritoneum. 
Complete recovery resulted. 

The second case was that of a woman thirty-two 
years of age who also gave a history of abortion fol- 
lowed by attacks of abdominal pain. On examina- 
tion, the uterus was found displaced to the left by a 
mass which occupied the right half of the pelvis and 
the pouch of Douglas. An especially severe attack 
of pain developed while the patient was in the hos- 
pital and was followed by frequency and the appear- 
ance of pus in the urine. On cystoscopic examina- 
tion, a perforation into the bladder was seen. Hyster- 
ectomy, suture of the perforation, and the use of a 
permanent catheter for a few days effected a cure. 

HARTMANN, who presented Gouverneur’s paper, 
remarked that it is not necessary to suture the per 
foration or use a retention catheter as fistula of this 
type usually close spontaneously. He believes that 
the prognosis is about the same as that of suppurative 
salpingitis without this complication which is treated 
by hysterectomy. MicuArt L. Mason, M.D. 


Lapeyre, J. L.: New Observations of Perforation and 
Rupture of a Pyosalpinx into the Peritoneal 
Cavity (Nouvelles observations de perforation et 
de rupture de pyosalpinx en péritoine libre). Gynéc. 
cl obst., 1928, xvii, 304. 

Lapeyre reports two cases of generalized acute 
peritonitis, one due to a traumatic rupture and the 
other to the perforation of a pyosalpinx. Both were 
treated by Mikulicz drainage after minimal opera- 
tive intervention, the former after thirty-six hours 
and the latter after six hours. In the first case no 
specimen of pus was obtained. In the second, the 
pus contained colon bacilli, but no streptococci or 
staphylococci. 

The symptoms caused by the rupture of a fallopian 
tube containing pus are the same as those caused by 
the perforation of other septic hollow organs in the 
peritoneal cavity and are therefore confusing. Col- 
lapse of the sac, the sign considered certain by many 
gynecologists, is regarded as reliable by Lapeyre 
only when a pyosalpinx is known to have been pres- 
ent or the rupture was produced by palpation. 

In the case of a woman presenting signs of perito- 
nitis, the chief indication of a ruptured pyosalpinx 1s 
the occurrence of violent pain on palpation in the 
pouch of Douglas in the absence of a perceptible 
mass in this location and the presence of mobility 
of the uterus. If necessary, the diagnosis may be 
confirmed by puncture of the pouch of Douglas. 
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When a pyosalpinx is ruptured mechanically, the 
purulent material set free is not very septic, whereas 
when a pyosalpinx perforates, a rich culture of bac- 
teria is distributed in the peritoneal cavity. The 
previous state of the pelvic peritoneum is of impor- 
tance since, as the result of earlier attacks of sal- 
pingitis, the peritoneum may have had time to 
react and set up a barrier to the effusion of the pus. 

The fallopian tube should be removed as early as 
possible and the wound drained. Operative inter- 
vention should be minimal. When the lesion is 
bilateral, subtotal hysterectomy is more rational and 
more rapid than successive ablation of the tubes. 
Drainage may be established by means of a rubber 
tube introduced toward the vagina after incision of 
the pouch of Douglas or posterior median incision 
of the cervix, or by means of a Mikulicz drain. 
Following a simple salpingectomy, infrapubic drain- 
age is satisfactory, but after a hysterectomy, vaginal 
or Mikulicz drainage is best. Pace. 


Westman, A.: Concerning the Primacy of the 
Ovum (Ueber das Primat der Eizelle). Acta obst. 
el gynec. Scand., 1928, vii, 160. 


In experiments on rabbits, the author eliminated 
all influence that might have been exerted on the 
animals by the ova cast off at the time of follicular 
rupture by performing a bilateral salpingectomy 
about twenty-four hours after coitus when all of the 
ova were located in the tubes on their way to the 
uterus. In spite of this procedure, the corpora lutea 
as well as the uterine mucous membrane passed 
anatomically through the same cyclic development 
as that noted in so-called pseudopregnancy. 

These experiments show that the development and 
function of the corpus luteum are not conditioned 
by products of absorption from ova liberated from 
the follicles. 


Murphy, D. P.: Ovarian Irradiation; Its Effect on 
the Health of Subsequent Children; Review of 
Literature, Experimental and Clinical; with a 
Report of 320 Human Pregnancies. Surg., Gynec. 
& Obsl., 1928, xlvii, 201. 

Irradiation of pregnant animals and women is ex- 
tremely dangerous to the offspring, rendering 61.3 
per cent of them defective. Therefore irradiation 
should never be undertaken during gestation unless 
the pregnancy is to be terminated artificially prior 
to the period of viability of the child. 

As yet it cannot be definitely stated that radium 
or X-ray irradiation of the pelvis prior to conception 
is or is not prejudicial to the health of children born 
subsequently. Cart H. Davis, M.D. 


Robinson, M. R.: Further Experimental Studies on 
the Effect of Ovarian Irradiation with a Castra- 
tion Dose of Roentgen Rays upon Fecundity 
and the Offspring. Am. J. Roentgenol., 1928, xx, 
30. 


The studies reported were undertaken to disprove 
the theory that temporary castration of mothers by 


the roentgen ray is a dangerous and unwarranted 
therapeutic method. This theory is based upon the 
results of the irradiation of frogs and toads. Previous 
studies by the author proved that most pathological 
changes in the higher forms of life differ from those 
occurring in the frog. The experimental studies here 
reported were performed on white mice which were 
chosen from a strain that was free from maldevelop- 
ments through several generations and considered 
“normal” in every way. 

Nine females were castrated. Three were mated 
immediately after radiation; three, after two weeks; 
and four, after four weeks. The experiment was 
then repeated on nine males with the use of a full 
castration dose. The average duration of the tem- 
porary sterility was six months. The following con- 
clusions are drawn: 

1. If mating occurs immediately after the radia- 
tion of cither male or female, the resulting sterility 
may be delayed until after one normal litter is born. 
If there is a delay of from two to four weeks, all 
matings will be sterile. 

2. The return of fertility is gradual and progres- 
sive in the female, but more prompt in the male. 

3. The castration dose of roentgen rays is the 
same for the male and female. 

4. No stigmata of development have been noted 
in the direct progenies of the radiated mice nor in 
the offspring of these progenies of the first and second 
generations. 

The author’s summary is as follows: 

“The present biologic facts, the previously ad- 
vanced histopathologic conclusions, and the results 
of a painstaking and searching study of the records 
of malformed or constitutionally inferior children 
born to irradiated mothers—all these cardinal data 
warrant the reiteration of the previously made 
assertion that temporary sterilization in women of 
the child-bearing age, when clinically indicated, is a 
safe and rational procedure.” 

Cuartes H. Heacock, M.D. 


Moulonguet, P.: A Histophysiological Study of 
Cystic Ovaritis (Etude histophysiologique des ova- 
rites kystiques). Ann. d’anat. path., 1928, v, 633. 

The author has attempted to correlate the histo- 
logical findings in ovarian cysts with the physiolog- 
ical action of their fluid contents. The nomenclature 
of the cysts studied is varied, including such terms 
as “‘corpus luteum cysts,” “follicular cysts,” ‘small 
cysts of the ovary,” and “cystic ovaritis.”’ While 
many ovarian cysts are of no pathological signifi- 
cance, others doubtless produce disturbances through 


‘a hormonal action. The origin of ovarian cysts has 


not been elucidated as the histological changes oc- 
curring in the ovaries are not sufficiently well known. 

In the study reported, cysts removed at operation 
were drained of their fluid contents and the fluid was 
injected subcutaneously into previously castrated 
immature female rats weighing from 30 to 35 gm. 
The walls of the cysts were then studied micro- 
scopically and about forty-eight hours after the in- 
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jection the rats were sacrificed and the vulva, va 
gina, uterine cornua, and mammary glands were also 
subjected to microscopic examination. 

The most reliable index to the oestral changes was 
found to be the changes in the vaginal mucosa (trans- 
formation of a stratified columnar epithelium into 
epithelium of a squamous type). The changes in the 
other tissues were quite variable. 

Three series of observations were made on cleven 
ovarian cysts. The fluid of five cysts was inactive, 
causing no oestral changes in the vaginal mucosa of 
the rats. Two of these cysts were evident corpus 
luteum cysts, one was a corpus luteum cyst of preg- 
nancy, and two were diflicult to classify but one 
was probably an old corpus luteum cyst and the 
other was rich in lipoid. In these cysts the fluid was 
spontaneously coagulable. 

Of the six cysts with fluid giving a positive result, 
three were typical follicular cysts and three were of 
indeterminate histological structure. 

Although the cysts were removed from patients 
with the most diverse gynecological conditions, it is 
of interest to note that of the patients whose cystic 
fluid was positive, five had metrorrhagia and in three 
of these the only pathological findings were the 
cystic ovaries. MicuaArr L. Mason, M.D. 
Bjérkenheim, E. A.: A Case of Tuberculous Ovarian 

Cyst (Ein Fall von tuberkuloser Ovarialzyste). 
Acta obst. et gynec. Scand., 1928, vii, 13. 

The patient whose case is reported was a nullipara 
twenty-three years of age who had had an attack of 
pleurisy three or four years previously and gave a 
family history of tuberculosis. During the last few 
years her menstrual periods had been absent peri 
odically and during the last twelve months her 
abdomen had been gradually swelling. Recently she 
had had occasional symptoms from the stomach, 
intestines, and bladder. 

Examination revealed nothing abnormal in the 
lungs, but in the abdomen it disclosed a somewhat 
mobile tumor situated behind the uterus, filling up 
the pouch of Douglas, and extending to three finger 
breadths above the umbilicus. 

At operation, the neoplasm was found to arise in 
the right ovary and to be adherent in places to the 
abdominal wall. It was detached with difficulty and 
extirpated with the ovary. Both tubes, which were 
as thick as fingers, were also removed. The left 
ovary, being in good condition, was left. 

When the patient was re-examined four months 
after the operation she was quite well and stated 
that menstruation was again regular. 

The tumor was unilocular and contained a pus 
like greenish-yellow fluid. In some places its inner 
wall was finely granular and lined by a layer of 
cheesy material that could be easily rubbed off. 
The cyst wall was made up of three strata, an ex 
ternal layer of connective tissue poor in cells, a 
middle layer showing granulation tissue with numer 
ous tubercles formed by epithelioids and giant cells, 
and next to the lumen a narrower layer made up of a 
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nearly homogeneous structureless mass with irregu- 
larly distributed cell rests. No inner epithelial lining 
was found in the cyst. 

The author believes that the primary focus in this 
case was in the lung or the pleural cavity and that 
from there the infection spread by the blood stream 
to the tubes. The ovarian cyst was probably present 
before and became infected either by- way of the 
lymphatics from the tubes or by way of the blood 
stream from the lung. Infection by the peritoneal 
route could be excluded as the peritoneum was free 
and the cyst wall contained no tubercles or giant 
cells in its external layer. 


Read, C. D.: Specimen: Chorion Carcinoma of the 
Ovary with Torsion of the Pedicle in a Child 
Aged Eleven Years. Proc. Roy. Soc. Med., Lond., 
1928, XXl, 1331. 

Read reports a case of chorion carcinoma of the 
ovary with a twisted pedicle in a girl eleven years of 
age. For one month prior to admission the patient 
had had a scanty, blood-stained vaginal discharge. 
She was suddenly seized with severe pain across the 
lower abdomen, followed by vomiting. The fain 
later localized in the right iliac fossa. Physical ex- 
amination revealed a tender mass in the right side 
extending to within 2 in. of the umbilical level. The 
lower pole of the tumor could be palpated on rectal 
examination, but the pelvis was otherwise negative. 

The lobulated tumor was found to arise from the 
right ovary. The right ovary and tube were re- 
moved. The surface of the tumor was of a purplish 
hue due to the venous congestion resulting from the 
torsion of the pedicle. On section, the surface 
showed numerous cystic spaces; some were filled 
with clear fluid and others were haemorrhagic. The 
new growth measured 6 by 4 in. Microscopically, 
the ovarian stroma showed marked extravasation of 
blood. Typical trophoblastic structures with plas- 
modial masses and many huge multinucleated cells 
lining large blood sinuses were encountered every- 
where. Polygonal cells derived from Langhan’s 
layer were also seen and in them the chorionic fea- 
tures were found to predominate. 

Nine weeks after operation the patient returned. 
A tumor had developed in the parotid gland and one 
lung was found to be completely dull to percussion. 
Within two weeks she died following a series of pul- 
monary haemorrhages. 

Cases which occur apart from pregnancy are rare 
and the question as to whether early removal of the 
primary growth influences the existing metastases, 
as it does in those associated with pregnancy, re- 
mains to be proved. = Donatp G. ToLLerson, M.D. 


EXTERNAL GENITALIA 


Lees, D.: Gonorrheea in Children—Vulvovaginitis 
Edinburgh M. J., 1928, xxxv, Edinburgh Obst. Soc., 
OL. 


In female children under the age of puberty, 
gonorrhoea generally occurs in the form of a vulvo- 
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vaginitis and urethritis. It is most common among 
the poorer classes, and in institutions it may become 
epidemic. Its incidence in female children coming 
to hospitals for routine medical treatment is re- 
ported by various gynecologists at from 2 to 12 per 
cent, and in localities where the condition is epi- 
demic, it has been as high as 55 per cent. 

While vulvitis may be produced by various micro- 
organisms and by thread worms, 80 per cent of the 
cases are due to the gonococcus. The areas involved 
are usually the vulvar and vaginal mucous surfaces 
and urethra, occasionally the cervix and rectum, and 
rarely the tubes and pelvic peritoneum. 

The child generally complains of itching and scald 
ing in the region of the vulva and sometimes of fre- 
quency and pain on urination. The symptoms may 
be slight or severe. ‘The signs are redness, swelling, 
and excoriation of the parts and a mucopurulent to 
purulent discharge. In acute cases the gonococci are 
found easily, whereas in chronic cases their demon- 
stration may be difficult. All vaginal dischargcs in 
children should be viewed with suspicion and treated 
as if they were of gonorrhocal origin unless gonor 
rhoea can be ruled out. It is important to examine 
smears from the urethra and rectum in every case. 

Under treatment, the symptoms and signs soon 
clear up, but as the infection is always of long dura- 
tion the treatment must be continued for some time. 
No one method of treatment is successful in all cases. 


For acute cases the author gives the following rules: 

tr. Confine the patient to bed and give careful 
attention to the bowels and good, light, nourishing 
food. 

2. Give a hot hip bath twice daily. 

3. Douche the vagina twice daily with an anti 
septic solution. 

4. Insert a medicated pessary subsequent to the 
douche or alternately dry the parts and dust with a 
dusting powder. 

6. Wash out the urethra or insert a urethral bougie 
once or twice daily. 

The antiseptics used by Lee are picric acid (14 to 
1 per cent) in glycerine, silver nitrate, and chlora- 
mine-T. These are alternated weekly. To the hot 
hip baths, Lee adds sodium bicarbonate with potas- 
sium permanganate, sanitas, or mercuric chloride. 
The dusting powder, which is applied with an insuf 
flator, consists of zinc oxide, one part; light magne 
sium carbonate, two parts; bismuth subgallate, two 
parts; and powdered starch, three parts. 

As the clinical condition improves, the frequency 
of the treatments and the strength of the antiseptics 
are gradually decreased. Most of the evidence favors 
the use of a vaccine as an aid in the treatment. 

After termination of the treatment, the patient 
should be kept under observation for a while and 
examinations of smears and cultures made from time 
to time. T. Froyp Beit, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Falk, H. C.: Follicular Salpingitis, an Important 
Factor in the Etiology of Ectopic Gestation. 
Am. J. Obst. & Gynec., 1928, xv, 821. 

In a microscopic examination of fifty tubal preg- 
nancies, Falk found a tubal labyrinth formation in 
forty-six. He believes that such a pathological forma- 
tion, which is noted most frequently as a result of 
inflammation from previous infection, may be the 
causal factor in ectopic pregnancy. In many of the 
cases, the end-result of a mild infection of the tube 
with the formation of pseudoglands and a follicular 
salpingitis was found. The occurrence of the ectopic 
nidus frequently corresponds to the sites of the follic- 
ular changes in the tube. The author believes that 
follicular salpingitis is the etiological factor in from 
go to 95 per cent of tubal pregnancies. 

E. L. Cornett, M.D. 


Roques, F.: Epidemic Encephalitis in Association 
with Pregnancy, Labor, and the Puerperium; 
a Review and Report of Twenty-One Cases. 
J. Obst. & Gynec. Brit. Emp., 1928, xxxv, 1. 

It is generally agreed by those who have reported 
large series of cases of encephalitis that the number 
of pregnant women infected in any-epidemic is not 
greater than 3 nor less than o.5 per cent. The con- 
clusion is therefore drawn that pregnancy does not 
predispose to encephalitis. The pathology is the 
same whether the disease occurs in the pregnant or 
the non-pregnant woman, and the course of the dis- 
ease is not altered by pregnancy. Spontaneous in- 
terruption of pregnancy was not observed in any of 
the twenty-one cases reported by Roques. By some, 
fetal death before term is thought to be common. 

Labor and the puerperium are not complicated in 
any way by the encephalitis the former only differ- 
ing in that it is usually painless, the latter showing 
occasional occurrence of retention of urine which 
may or may not be due to the encephalitis. 

Neither the age of the pregnancy nor the parity 
of the patient exerts any effect upon the course of 
acute epidemic encephalitis. There is increased sus- 
ceptibility on the part of those in a first pregnancy, 
the proportion being eleven primigravide to seven 
multipar. This is probably due to the fact that the 
disease is more common in young females. Infection 
has been noted more commonly during the later 
months of pregnancy and after labor has terminated 
than in the first half of gestation. Miscarriage follow- 
ing infection during the early months is shown to be 
uncommon, but in severe cases these patients suc- 
cumb before delivery. However, when infection 
takes place later in pregnancy, premature labor is as 
common as death “‘enceinte.” 


Roques reports that in the cases observed by him 
the infants were all healthy at birth and have re- 
mained so with the exception of two who suffered 
from accident and disease. If an infant safely nego- 
tiates the first few weeks of life, there is little likeli- 
hood of the subsequent development of the disease. 
The number of cases of ‘encephalitis epidemica 
neonatorum” reported has not been sufficient to 
establish the condition as a definite clinical entity. 

There is evidence, both pathological and clinical, 
to show that the virus is capable of making its way 
across the placenta and that therefore some of the 
patients with reported cases must have become in- 
fected before birth. There is little to substantiate 
the belief that infection may occur by way of the 
mother’s milk. Infection from maternal sources 
other than milk does not appear very probable. In 
newborn infants, infection from ordinary sources is 
contrary to presumption and clinical instinct. 
Many months after birth, infection might well occur 
in this manner, but has not yet been reported. It is 
well to distinguish between congenital and acquired 
epidemic encephalitis of the newborn. In the opinion 
of the author, the occurrence of the latter is open to 
doubt. 

Encephalitis must be differentiated from the tox- 
wmias of pregnancy, chorea gravidarum, cerebro- 
spinal syphilis, cerebral tumor, meningitis, hysteria, 
acute abdominal conditions, and lastly, early measles. 

Epidemic encephalitis must be treated as such, 
apart from the complicating factor of pregnancy. 
The question of terminating pregnancy is discussed 
by Roques and the conclusion is reached that inter- 
ference is not advisable. 

Patients should be watched very carefully because 
labor may be completed without the knowledge of 
the attendants and may consequently endanger the 
life of the infant. The second stage of labor should 
be completed as quickly as possible, if necessary by 
the use of forceps. The added burden of lactation 
should not be placed upon the mother 

In five cases, chronic encephalitis or parkinsonism 
complicated pregnancy. The symptoms in all five 
became more pronounced during gestation, thus 
confirming earlier experience. Symptomatic aggra- 
vation occurred on each occasion either early in 
pregnancy or after confinement It is suggested that 
pregnancy, by making additional calls upon the 
mother, lowers the general resistance and very soon 
causes the disease to become geared at a higher level. 
This is maintained until the factors acting at the 
time of the confinement cause a further change for 
the worse. : 

Pregnancy is not usually affected by the concom!- 
tant presence of parkinsonism. Labor is easy m 
parkinsonian patients and associated with less pain 
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than in normal individuals. Puerperal complica- 
tions are very uncommon. 

The general weight of evidence goes to show that 
the child does not suffer as the result of chronic en- 
cephalitis in the mother except insofar as that disease 
plays a part in the production of premature infants. 

Patients who recover from acute epidemic enceph- 
alitis should be advised not to become pregnant 
until after the lapse of four years. Similar advice 
should be given those who are first seen as parkin- 
sonians. If abdominal section is necessary in the 
case of a parkinsonian woman with children, sterili- 
zation is indicated. 

Those women who are parkinsonian before becom- 
ing pregnant should be carefully observed through- 
out pregnancy and the latter interrupted at the 
slightest provocation. Patients in whom the onset 
of parkinsonism coincides with the occurrence of 
pregnancy should have the pregnancy interrupted 
immediately. In cases in which the pregnancy began 
after an acute attack but no parkinsonian manifesta- 
tions have been noted up to the time the case is first 
seen, the patient should be carefully watched 
throughout pregnancy and active treatment should 
be considered if any early signs of parkinsonism 
appear. RONALD S. Cron, M.D. 


Paramore, R. H.: Eclampsia and Its Treatment: 
An Experience with Spinal Anzesthesia in One 
Case. Proc. Roy. Soc. Med., Lond., 1928, xxi, 1334. 

The author discusses in considerable detail the 
pressure theory of eclampsia. He cites the various 
forms of treatment which have been introduced and 
shows evidence that in some way they all tend to 
reduce blood pressure by decreasing the pressor 
effect. Morphine relaxes smooth muscle and thereby 
reduces the pressure in the capillaries. Diet tends to 
weaken the patient and relax the musculature. This 
results in relaxation of the abdominal muscles and 
hence decreases the intra-abdominal pressure. This 
pressure theory is supported by the excellent results 
which are observed following delivery as a result of 
the decrease in size of the abdominal cavity and 
the reduction of pressure on the excretory organs, 
namely, the liver and kidney. Paramore mentions 
postoperative eclampsia and eclampsia occurring 
during the puerperium, but he does not believe that 
these instances weaken the mechanistic theory. 

Believing that the increased intra-abdominal 

pressure theory is true and that by establishing a 

marked relaxation of the abdominal wall this pres 

sure would be decreased, the author treated one case 
with spinal anesthesia. The patient, seven months 
pregnant, had had two convulsions before her admis- 

Sion to the hospital. After chloroform anwsthesia 

had been induced, 1.5 c.cm. of a 5 per cent solution 

of tropacocaine was injected into the spinal canal. 

Che patient was then put to bed and given no other 

treatment. There were no further convulsions; the 

urinary output increased, the blood pressure gradu- 
ally fell, and the fetal heart, which had been heard 
for three days following the treatment, was no 


longer audible. Spontaneous delivery occurred two 
days later. 

While the author realizes that one case proves 
little and that he may not have been dealing with 
eclampsia, he believes that the case was at least an 
indication—‘“‘a straw in the stream.” 

EDEN, in the discussion of this report, said that he 
believed that the occurrence of postpartum eclamp 
sia is sufficient proof that the pressure theory is in- 
correct unless it can be proved that eclampsia can be 
produced experimentally by increasing the intra 
abdominal pressure or that the increase of this pres- 
sure will cause eclampsia apart from the pregnant 
state. Donap G. ToL__erson, M.D. 


Stroganoff, W.: The Standard of Results in the 
Treatment of Eclampsia. An Experiment in the 
Treatment of Eclampsia by Telephone Con- 
sultation. Proc. Roy. Soc. Med., Lond., 1928, xxi, 
1734. 

The author states that the mortality of eclampsia 
is still very great, but in some hospitals has been re- 
duced during the last twelve to fifteen years to be- 
tween 8 and 12 per cent by more general application 
of the principles of prophylactic treatment. 

The technique of this treatment is of great impor- 
tance and is best learned at the bedside. When 
Stroganoff is unable to be present at the bedside he 
uses the telephone for consultation. 

Prophylactic treatment has reduced the fetal 
mortality 9.5 per cent even when it has not been 
used very exactly. Cart H. Davis, M.D. 


Clason, S.: The Results of Eclampsia and Eclamp- 
sism Treatment in the Obstetrical Clinic of the 
Karolin Institute of Stockholm in the Period 
from 1920 to 1927 (Die Resultate der Eklampsie- 
und Eklampsismus-Behandlung an den geburts- 
hilflichen Kliniken des Karolinischen Institutes zu 
Stockholm in den jahren 1920-1927). Acta obst. et 
gynec. Scand., 1928, vii, 43. 

This article reviews the results of treatment for 
eclampsia and eclampsism at the General Maternity 
Hospital in Stockholm during the period from 1920 
to 1927 inclusive and supplements earlier reports on 
the subject from that hospital. In accordance with 
Bar’s suggestion, the term “‘eclampsism”’ is applied 
to the milder forms of the disease and the term 
“eclampsia” only to cases with convulsions, the 
most severe and dangerous stage of the disease. 
Cases of eclampsism are divided into the mild and 
the severe. 

Since 1920 the treatment has consisted in com- 
flete or modified Stroganoff-Zweifel treatment in all 
cases and interruption of the pregnancy in those in 
which the symptoms, in spite of the treatment, have 
remained unchanged or have become more severe. 

In 122 cases of severe eclampsism there were 3 
deaths, a mortality of 2.5 per cent. Eclampsia de- 
veloped in 20 cases (16.4 per cent). 

Of 68 cases of mild eclampsism, none was fatal or 
terminated in eclampsia. 








In 125 cases of eclampsia, including the 20 cases 
in which this condition followed eclampsism, there 
were 7 deaths, a mortality of 5.6 per cent. 

In addition, 90 cases of severe eclampsism, were 
admitted during labor. Among these, there were 3 
deaths. 


Schwarz: Physiological Arrhythmia of the Fetal 
Heart (Zur physiologischen Arrhythmie des fetalen 
Herzens). Arch. f. Gynack., 1927, €xxxil, 47, 63. 

The author endeavored to determine whether the 
so-called “physiological arrhythmia” of the heart 
occurring in normal adults is demonstrable also in 
the fetus in the uterus. He carried out his investiga 
tions partly with the heart-sound registration appa- 
ratus of Ohm and partly with the ordinary stetho- 
scope. He found fluctuations of heart action in the 
fetus about 15 per cent greater than those occurring 
in the adult. After lively fetal movements and some- 
times without any discoverable cause, these fluctua 
tions increased up to 30 or even 4o per cent. Retar- 
dation was considerably more rare. The fluctuations 
were not affected by an abnormal position of the 
fetus, but seemed to be greater in the early months 
of pregnancy than in the later months. Changes in 
the position of the mother and pressure did not 
change the rhythm of the fetal heart, but variations 
were noted when the mother held her breath for a 
long time. The disturbance resulted the more readily 
the carlier the stage of the pregnancy. Occasionally 
there was a distinct slowing of the heart beat. 

In the discussion of this report, Brep. stated that 
the variations noted are not true arrhythmias, but 
simple variations in frequency which can be perceived 
only incompletely by auscultation. For their study, 
he recommended the use of an electrostethoscope. 

Srrrz stated that in an article on arrhythmias of 
the fetal heart which he published in 1904 he called 
attention to *' fact that there is an average differ- 
ence of six ,vats in the heart action of male and 
female child Jn. 

ANTOINE agreed with Biedl that the variations 
noted by Schwarz are only variations in the pulse 
and not true arrhythmias, and that the latter, in 
contrast to the former, must be considered patho- 
logical. Warce t (G.) 


Lahm, W.: Ulcer of the Uterine Mucosa Following 
Abortion (Das Ulkus post abortum der Uterus- 
schleimhaut). Arch. f. Gynack., 1928, Cxxxili, 757. 

The author describes peculiar ulcerations he 
found in the uterus in three cases of abortion. 

The first case was that of a woman forty-five years 
of age who had an abortion in the third month of 
pregnancy. After curettage there was no further 
bleeding. About three weeks later a vaginal hyster- 
ectomy was done. The size of the uterus was 10 by 
6 by 4.5 cm. Macroscopic examination revealed at 
the left angle, near the fundus, a defect the size of 
a pfennig with a wall-like smooth border and an 
irregular base. On microscopic examination, this 
defect was found to be a circumscribed ulcer forma- 
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tion in the region of the placental site. Whereas the 
elevated border showed a well-developed uterine 
mucous membrane, the ulcer itself consisted of 
necrotic tissue in which there were dilated glands 
and thrombosed and sclerotic blood vessels. From 
the base of the ulcer, inflammatory infiltrations 
penetrated between the muscle bundles into the 
depths of the tissues. Isolated foci of infiltration 
with giant-cell formations closely simulating tuber- 
cles were also noted. On further examination, the 
giant cells were explained differently as there were 
small foci of intact and degenerated decidual cells 
and even minute remains of chorionic villi which 
were without epithelium and almost completely 
degenerated. Examinations for tubercle bacilli and 
spirochetes were negative. From these findings the 
conclusion is drawn that there was a circumscribed 
adhesion of the placenta due to the peculiar struc- 
ture of the basalis. 

The second case was that of a woman forty years 
of age who was subjected to total hysterectomy for 
severe hemorrhages. The size of the uterus was 8.5 
by 5.5 by 4cm. On the anterior and posterior uter- 
ine walls, near the fundus, there were two ulcers with 
elevated borders. Microscopic examination showed 
the bases of the lesions to be almost clean. There 
were very slight infiltrations into the depths and no 
typical decidual cells, but degenerated chorionic 
villi were found. With regard to this case also the 
author assumes the occurrence of a penetration 
growth of chorionic villi with marked adhesion of 
the placenta to the hyperplastic basalis. 

The third case was that of a woman forty-two 
years of age who was subjected to total hysterectomy 
on account of what was believed to be a submucous 
myoma. The size of the uterus was 7.5 by 4.5 by 
3.5 cm. Near the left tubal angle there was an ulcer 
the size of a pfennig with the same appearance and 
histological structure as the lesions in the other cases. 

In conclusion the author states that these ulcers 
are of clinical importance chiefly on account of the 
late hemorrhages for which they are responsible. 
The cause of their development probably lies primarily 
in hyperplasia of the basal mucous membrane since 
over this hyperplastic portion the functional layer 
is considerably thinner. If nidation of the ovum 
occurs in such an area, the villi very soon penetrate 
into the thickened basal layer. Lf abortion occurs, 
the ovum becomes separated in the spongiosa, which 
lies at a higher level than the deepest portion of the 
chorion, and retention of portions of the placenta in 
the deeper portions of the mucous membrane rcsults. 

NEUMANN (G). 


LABOR AND ITS COMPLICATIONS 


Holland, E., Blomfield, J., Gilliatt, W., Richards, 
H., and Others: Discussion on Anzesthesia in 
Obstetrics. Proc. Roy. Soc. Med., Lond., 1928, 
xxi, 1133. 

In discussing the use of anesthesia in obstetrics, 

HOottanp said: “‘The subject has two aspects, first, 
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OBSTETRICS 


the administration of anesthetics to relieve the 
pain of labor; second, the administration of anws- 
thetics for obstetrical operations. I believe that chlor 
oform and ether are equally safe for the fetus, with 
the reservation that prolonged deep anawsthesia with 
either is unadvisable, especially if the vitality of the 
fetus has been depressed. Morphia should not be 
given within two hours of the birth, owing to the risk 
of fetal apnoea. Morphia and chloroform or ether 
have a cumulative effect on the fetus. Stovaine 
— anesthesia I mention merely to praise it for 

cesarean section, where the operation usually be 
comes almost bloodless.” 

The first anesthetic during labor was given by 
Sir James Simpson almost cighty-one years ago. 
Just as Simpson wrote the first words on the subject, 
so he may be said metaphorically to have written 
the last, since the only improvement that has been 
added since is the use of the Junker inhaler. 

The pain of the first stage of labor, even though it 
cannot be abolished, can at all events be made bear 
able by the use of analgesic drugs such as chloral, 
morphia, and hyoscine. During the second stage, 
and certainly during the actual expulsion of the 
fetus, general anasthesia is required. 

As soon as the second stage of labor is reached, 
chloroform should be given from a Junker inhaler 
for the purpose of keeping the patient unconscious or 
barely conscious of pain. Care should be taken not 
to have her so deeply anwsthetized that the uterine 
action is interrupted. 

BLOMFIELD said that gynecologists treat labor 
as though it were a surgical procedure excepting as 
regards the use of anesthetics. No surgeon would 
permit a patient who is undergoing a gynecological 
operation to suffer pain, but during confinement 
pain is accepted as being entirely normal. Blomfield 
said that chloroform is invariably successful so far 
as keeping the patient quiet and free from pain is 
concerned and, when properly used, need not pro 
long labor. Its use must be meticulously regulated, 
a very weak vapor being employed and a state of 
analgesia rather than anesthesia maintained until 
relaxation and absence of effort on the patient’s part 
are desired. The objections to chloroform as a 
routine anwsthetic in ordinary surgery do not apply 
in obstetrics. 

GILLIATT referred to the dangers of delayed 
chloroform poisoning and gave the details of five 
cases which he had seen. In each case the patient 
had had two anesthetics at short intervals, i.e., 
twelve hours to five days, and on each occasion the 
second anesthetic had contained chloroform, cither 
pure or in mixture. Gilliatt strongly emphasized 
the danger of using chloroform as an anasthetic in 
midwifery because of the difficulty of being sure 
that a second anesthetic will not be necessary. 

RicHarps contended that it does not matter in 
the least what anasthetic “ chosen for a patient who 
is in labor provided she has not had a previous 
anesthetic. When a previous anasthetic has been 
given, nothing that weaiales even a trace of chloro- 
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form should be used, as it is the repeated small doses 
of chloroform spread over a period of time that do 
the damage. Richards uses nitrous oxide alone 
when a patient is unduly apprehensive of pain. 

Boye said that during a recent visit to America 
1¢ had been impressed by the work done by Bourne 

Montreal in the administration of nitrous oxide 
and oxygen, especially for casarean section. How- 
ever, it was not until some time after his return to 
England that Boyle could persuade obstetricians to 
allow him to use the mixture. 

CLARK reported that in a total of 3,c0o9 obstetrical 
cases without a single maternal death during a period 
of years, pure chloroform had been successfully used 
in the cases (15 per cent) which required an anws- 
thetic. Greorce W. PueLan, M.D. 


Grosse, A.: Two Cases of Acute Dilatation of the 
Stomach After Delivery (Deux observations de 
dilatation aigué de l’estomac aprés l’accouchement). 
Bull. Soc. d’obst. et de gynéc. de Par., 1928, xvii, 547- 


In a review of twenty-one cases of acute dilatation 
of the stomach reported in the literature, Grosse 
found that in nearly half of them the condition fol- 
lowed a casarean section or some other surgical 
obstetrical procedure. In others, it followed the 
induction of anwsthesia, and in still others a normal 
and spontaneous delivery. 

In both of the cases reported in this article, the 
employment of the usual measures—lavage of the 
stomach and ventral decubitus—brought about im- 
mediate cessation of the symptoms. In some cases 
it is necessary to repeat or amplify this treatment. 

Symptoms of acute dilatation of the stomach are 
attributed chiefly to reflex paralysis of the stomach 
resulting from phenomena of inhibition affecting the 
solar plexus and the bulbar nuclei of the pneumo- 
gastric. These phenomena of inhibition are due to 
various causes such as operative 01 »erperal sep 
ticamia; the toxic action of anwsthetics, particularly 
chloroform; abdominal traumatism in difficult la- 
bors, especially that caused by uterine expression 
and by version and extraction; and disturbances of 
abdominal equilibrium after the evacuation of a 
voluminous uterus. A predisposing réle must be 
attributed to the previous condition of the stomach, 
nervousness, abdominal eventration, atony of the 
abdominal wall, visceral ptosis, intestinal intoxi- 
cation, and toxwmias of pregnancy. PACE. 


PUERPERIUM AND ITS COMPLICATIONS 


LeLorier, V.: Severe Haemorrhages with Fever on 
the Fifteenth Day After Delivery Due to Re- 
tention of the Placenta; Abdominal Hysterec- 
tomy; Recovery; Histological and Bacteriolog- 
ical Examination (Hémorragies graves avec fiévre 
au 15° jour du post-partum par rétention placen- 
taire; hystérectomie abdominale; guérison; examen 
histologique et bactériologique). Bull. Soc, d’obst. 
el de gynéc. de Par., 1928, xvii, 538. 


In the case reported, delivery was foilowed by 
hemorrhages amounting to from 200 to 300 c.cm. 
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The placenta weighed 810 gm. and appeared to be 
complete. Except for a rise in the temperature to 
38.4 degrees C. on the day of delivery, there were no 
abnormal symptoms until the eleventh day of the 
puerperium when the temperature reached 38.3 
degrees C. The pulse was then 94 and the uterus 
slightly large. On the fourteenth day, the tempera 
ture was 38.2 degrees C. and a severe haemorrhage 
occurred. On the following day the patient sud 
denly expelled some clots. 

The author prescribed very hot vaginal injections 
three times a day and the subcutaneous injection of 
0.5 c.cm. of hypophysin morning and evening. On 
the following day the haemorrhage persisted, the 
patient’s color became yellowish, and the red blood- 
cell count was reduced to 2,300,000. The injections 
were therefore continued and the dose of hypophysin 
was tripled. When another hemorrhage occurred on 
the third day, a complete abdominal hysterectomy 
was performed. On the fourth day after the operation 
the patient expelled a large fragment of placenta 
which probably had entered the vagina during the 
operation. 

The uterus was found to contain a cotyledon of 
the placenta. Slides were made. At the zone of in 
sertion there was a mass of villi, the epithelium of 
which was partly or entirely lacking. This mass was 
covered by a fibrinous network and infiltrated by 
polynuclear cells. The cotyledon lay on decidua the 
elements of which were dissociated by a marked 
leucocytic infiltration. Under the decidua there was 
a region of new connective tissue (branching cells). 
Several of the veins were thrombosed. The smooth 
fibers of the uterine muscle had degenerated. They 
were dissociated and acidophile and their nuclei 
could no longer be stained. The spaces between 
them contained numerous leucocytes. In the most 
infiltrated regions of the decidua there were clusters 
of cocci. 

Cultures made from the uterine cavity showed 
bodies which were thought to be bacteria that had 
become attenuated by the haemorrhagic medium and 
had lost the power of proliferating. PAce. 


Harris, J. W., and Brown, J. H.: Three Cases of 
Streptococcic Puerperal Infection with Un- 
usual Lesions. Bull. Johns Hopkins Hosp., Balt., 
1928, xliii, 26. 

The authors report three unusual.cases of strepto- 
coccic puerperal infection: 

1. A case of miliary abscesses of the uterine wall 
treated by hysterectomy, in which the streptococcus 
was recovered from the uterine cavity. 

2. A case of postabortal, bilateral thrombo- 
phlebitis treated by ligation of the affected veins, 
in which identical streptococci were recovered from 
the uterine cavity and blood stream. 

3. A case of puerperal endometritis, extensive 
encapsulated peritonitis, and embolic pneumonia in 
which the same streptococcus was recovered from 
the uterus and from the peritoneal and pulmonary 
exudates. 





The streptococci in these three cases were of three 
different strains as shown by the differences in their 
fermentation reactions. According to Holman’s 
classification, the organism from the first case was 
the streptococcus infrequens and the organisms 
from the two other cases were the streptococcus 
pyogenes. Further differentiated by Brown’s classi- 
fication, the first two streptococci were atypical 
members of the infrequens and pyogenes groups 
while those found in the third cases were typical 
pyogenic streptococci. RoLanp S. Cron, M.D. 


Lacomme.: Early Abdominal Hysterectomy Per- 
formed on Account of Infection After Delivery 
at Term; Recovery (Hystérectomie abdominale 
précoce pour infection aprés accouchement a terme; 
guérison). Bull. Soc. d’obst. et de gynéc. de Par., 
1928, xvii, 351. 

In the case of a primipara aged twenty-nine years, 
symptoms of infection appeared forty-five hours 
after delivery. As the elevations in the temperature 
were exceptionally marked and rapid and the lochia 
extremely foctid, subtotal hysterectomy was _per- 
formed under light chloroform anesthesia. The 
abdominal route was chosen because of the size of 
the uterus. A blood culture made at the time of the 
operation was positive for streptococci. 

Externally the uterus was normal, but when it was 
opened, a foctid odor became apparent. Its lower 
portion was greenish. Except for its color, the mu- 
cosa appeared normal. The upper part of the uterus 
was filled with a brown, putrid, sanguinolent fluid. 

During the first day after the operation the pa- 
tient’s condition was very much improved. On the 
second day the temperature rose to 39 degrees C. 
In the evening of the second day, a chill occurred 
and the temperature rose to 40.8 degrees C. On the 
third and fourth days, there were no further chills 
and the temperature oscillated between 38 and 39 
degrees C. On the fifth day, the temperature be- 
came normal, but during the succeeding night the 
chills recurred and thereafter continued almost daily 
until the thirty-sixth day after the operation and 
were accompanied by rises in the temperature often 
exceeding 41 degrees C. During this time the wound 
healed without incident. On the thirty-sixth day, 
two abscesses situated symmetrically on either side 
of the median line were incised and streptococci 
were demonstrated in the pus. After the drainage 
of the abscesses the chills ceased and the temperature 
fell. The patient left the hospital seventy-nine days 
after the operation. ; 

In the discussion of this report, BrrnpEAu said 
that the recurrence of the chills over a period of sev- 
eral weeks suggested the development of pelvic 
phlebitis and that the abscesses were the sign of 
small bacterial embolisms. 

CouvELAIRE stated that in the exceptional cases 
in which hysterectomy appears justified it is better 
to perform the operation without previous curettage 
as the latter causes a loss of time and may spread 
the infection. He ascribed the successful result in 
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Lacomme’s case to the promptness with which sur 
gical treatment was given. Pace. 


NEWBORN 


Goldzieher, M. A., and Greenwald, H. M.: Hamor- 
rhage of the Suprarenals in the Newborn In- 
fant; Diagnosis and Therapy. Am. J. Dis. Child., 
1928, Xxxvi, 324. 

Destructive haemorrhage of the suprarenals is rare 
in adult life, slightly more frequent in childhood, 
and most common at or shortly after birth. 

The authors review the literature on the condition 
and report in detail two cases of such haemorrhages 
in the newborn in which a diagnosis was made during 
life. In the first case, the diagnosis was confirmed by 
autopsy, and in the second by the clinical symptoms, 
the appearance of a rapidly growing abdominal 
tumor with discoloration of the adjacent soft tissues, 
and immediate response and ultimate recovery fol- 
lowing cortical hormone therapy. 

In adults and children, suprarenal hamorrhage 
results from thrombosis, bacterial infections, or 
toxins. In newborn infants, similar causes may oper 
ate, but as evidence of such causes is often lacking 
it may be assumed that the underlying factors are 
trauma and unusual susceptibility of the suprarenals 
to hemorrhage. ‘The physiological involution which 
the cortex undergoes at birth (disappearance of the 
glandular cells resulting in lack of support of wide 
thin-walled capillaries and congestion) predisposes 
to hemorrhage from birth trauma or postnatal in- 
jury caused by coughing, vomiting, or crying. The 
haemorrhage may be confined within the capsule or 
rupture into the peritoneal cavity. 

The symptoms depend upon the extent of the 
bleeding and the damage to the glandular paren- 
chyma. In cases with a large hematoma there is 
evidence of internal bleeding. Peritoneal irritation 
(vomiting, distention, obstruction) may complicate 
the picture. The most constant symptoms are con- 
vulsions, diarrhoea, vomiting, fever, dyspnoea, 
cyanosis, and haemorrhage of the skin and mucous 
membranes. A large hamatoma may cause pressure 
on adjacent structures. In the two cases reported, 
hyperpyrexia and marked dyspnoea (from 130 to 160 


respiratio s per minute) were characteristic findings 
and varicd directly with the amount of cortex 
destroyed. 

The authors state that haemorrhage of the supra- 
renals should be suspected in the presence of fever 
of unknown origin and a rapid respiratory rate out of 
proportion to the rise in the temperature in associa- 
tion with negative chest findings. A yellowish pallor, 
cyanosis of the finger tips and lips, and the presence 
of a palpable growing mass in either flank are con- 
firmatory signs. 

As physiological investigation and clinical observa- 
tions indicate that the cortex of the suprarenals con- 
trols the body temperature and respiration, cortical 
hormone interrenin is indicated to relieve the symp- 
toms of acute cortical insufficiency. 

Auice F. Maxwe i, M.D. 


MISCELLANEOUS 


Trillat, P., and Rousset, J.: The Bordet-Wasser- 
mann Reaction in the Blood of the Umbilical 
Cord (La réaction de Bordet-Wassermann dans le 
sang du cordon ombilical). Gynéc. ef obst., 1928, 
xvii, 264. 

The authors state that the Bordet-Wassermann 
test of the blood of the umbilical cord at the time of 
birth is a simple and practical method of diagnosing 
inherited syphilis. Of 935 cases collected by them 
in which this test was made, it was positive in 5.24 
per cent. 

The theory that under abnormal conditions the 
serum of the blood of the cord produces a hamolysis 
has not been supported by scientific research, and 
until further knowledge is obtained, the identity of 
the maternal blood with that of the cord may be 
accepted. As a rule a healthy mother and a healthy 
newborn infant have a negative reaction and a 
positive humoral reaction is associated with clinical 
manifestations of syphilis. 

Trillat and Rousset conclude that a_ positive 
Bordet-Wassermann reaction in the blood of the 
cord is an indication for energetic treatment for 
syphilis. 

The article is supplemented by a bibliography of 
about twenty references. PACE. 
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ADRENAL, KIDNEY, AND URETER 


Birkhaug, K. E., and Parlow, A. L.: Gonococcal 
Infection of the Kidney: Bacteriological and 
Histopathological Report of a Case of Gonococ- 
cal Hydronephrosis. J. Urol., 1928, xx, 83. 


The authors state that the rarity with which 
gonococcal infection of the kidney takes place is 
more remarkable when viewed in contrast with the 
frequency of gonococcal infection of the lower genito- 
urinary tract. The possible existence in the kidney 
of local tissue immunity against the implantation of 
the gonococcus has not been demonstrated experi- 
mentally, but such tissue resistance may account for 
the infrequency of this rare disease entity. 

Much speculation has arisen concerning the mech- 
anism by which the gonococcus reaches the kidney 
and the mode of its initial invasion of the kidney 
parenchyma. Sampson suggests that the gonococcus 
is directly transmitted from the lower genito-urinary 
tract by means of a hamic route, such as the vesico 
utero-ovariorenal circulation. ‘The view favored by 
Johnson and Hill is that the gonococcal infection 
partakes of the ascending type of continuous oede- 
matous involvement of the urethral mucosa to the 
bladder and from thence along the ureter to the 
pelvis of the kidney. ‘Their argument was strength 
ened when Barney, with the aid of histopathological 
sections of the ureter, demonstrated the presence of 
ureteritis in a case of gonococcal infection of the 
kidney. 

Transmission of the gonococcus by means of the 
lymphatics was demonstrated experimentally by 
Sakata, who found by injection methods a direct 
lymphatic connection between the bladder and kid- 
ney. ‘These studies were extended by Kumita, who 
discovered that the lymphatics described by Sakata 
did not supply the kidney, but only the perinephric 
tissue. ‘This finding was further confirmed by the 
studies of Stewart who, after transplanting the ure- 
ters of dogs to the intestines, produced perinephric 
inflammation without involvement of the kidney 
parenchyma, Stanton scouted the possibility of the 
lymphatic transmission of the gonococcus when his 
case showed that the entire kidney substance was 
affected and that multiple subcortical abscesses were 
present. 

The possibility of a descending type of infection 
naturally suggests itself in view of the frequency of 
blood-stream infection with pathogenic micro-organ- 
isms during the acute attack of most infectious dis 
eases. That the gonococcus infection is not exempt 
from this possibility is evidenced in every case of 
gonococcal endocarditis and gonococcal arthritis. 
Simmons, in a painstaking and comprehensive re- 
view of this subject, supports the theory of a descend- 
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ing infection and assumes that gonococcal bactera- 
mia occurs many times more frequently than 
gonococcal endocarditis. Supposing that this view is 
tenable, one must assume that the infrequency of 
gonococcal kidney complication is due to a normal 
kidney through which pass only a few mildly viru- 
lent gonococci, and that, on the other hand, serious 
kidney infection occurs only in a defective kidney 
attacked by virulent gonococci. 

The possibility of kidney infection through the 
lumen of the ureter has also been suggested but 
seems hardly plausible in view of the non-motility of 
the gonococcus, the constant downward flow of urine 
in the ureters, and the probable presence of the 
ureterovesical valve. Notwithstanding these objec- 
tions, the possibility of a ureteral reflux was demon 
strated experimentally in man by Kretschmer, and 
in rabbits by Hagner, Penfield, and Wislocki and 
O’Connor. As a result of numerous observations on 
the physiology and pathology of the ureter, Quinby 
also supported the theory that kidney infection is 
often occasioned by means of a ureteral reflux from 
the infected bladder toward the pelvis of the kidney. 
However, the dispute on the mechanism by which 
the ZOnNococceus reac hes the kidney and sets up its 
destructive process is by no means concluded al 
though the weight of evidence strongly favors the 
view that gonococcal bacteramia is the condition 
by which a defective kidney becomes infected. 

In the literature thirty-two cases are reported as 
being authentic instances of gonococcal infection of 
the kidney, but a careful scrutiny of the criteria upon 
which the diagnosis was made throws more than 
considerable doubt on the correctness and validity 
of such a diagnosis. Among these thirty-two re 
ported cases, at least thirteen were diagnosed solely 
from the morphological characteristics of the intracel 
lular or extracellular diplococcic forms observed in 
the direct smear made with the infected material, and 
in many instances no mention was made that the 
Gram-stain was employed. ‘To the clinician schooled 
in routine bacteriological work, the direct smear at 
its best serves only the purpose of presumptive evi- 
dence that the organisms in question are indisput 
able gonococci; he is convinced of the absolute ne- 
cessity of employing culture methods in which the 
sugar fermentation tests and possibly serological tests 
are used in order to establish the identity of the 
micro-organisms isolated in pure culture. Among 
the thirty-two reported cases of gonococcal infection 
of the kidney, fermentation or serological tests were 
performed in only four instances, namely those re- 
ported by Johnson and Hill, Cecil, Kemble, and 
Zinner. Since it has been agreed that the only reli- 
able criterion for determination of the gonococcus 15 
either its fermentation reaction in glucose or its sero 
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logical reactions, such as agglutination, agglutinin 
absorption, or complement fixation, the remaining 
twenty-eight cases of surmised gonococcal infection 
of the kidney cannot be seriously considered au- 
thentic or reliably diagnosed. 

In the case of gonococcal hydropyonephrosis that 
was reported, the pre-operative diagnosis was estab- 
lished after a careful study of pus obtained from the 
pelvis of the right kidney through the urethral 
catheter. The methods of study of the gonococcus 
included the presumptive tests of finding the Gram 
negative diplococcoid forms in intracellular positions 
and by the cultural characteristics of the colonies on 
dextrose-ascitic-fluid-agar and their inability to grow 
on the ordinary bacteriological media. Finally, a 
positive differential classification of the organism was 
made as a result of the fermentation of glucose and 
not of maltose. Coupled with this evidence was a 
positive complement-fixation reaction with the pa- 
tient’s serum and the isolated gonoccocus, as well as 
with the patient’s serum and other known strains of 
gonococci. Similar studies were made with the gono- 
coccus isolated from the pelvis of the excised right 
kidney. With these bacteriological findings and with 
the histopathological picture of the excised kidney, a 
diagnosis of gonococcal hydropyonephrosis was ren- 
dered in this case. 

The authors summarize their findings as follows: 

1. At the present time, the only reliable methods 
of recognition of the gonococcus are cultural proce- 
dures including typical colony formation on ascitic- 
fluid agar, inability to grow on agar or at room 
temperature, ability to split glucose, and inability to 
ferment maltose and saccharose, or by serological re- 
actions of agglutination, agglutinin absorption, and 
complement fixation. 

2. Among thirty-two reported cases of gonococcal 
infection of the kidney, only four are indisputably 
authentic in that the gonococcus was positively iden- 
tified culturally and by fermentation reactions. 

3. A new case of gonococcal hydropyonephrosis is 
presented, the gonococcus being positively identified 
morphologically and culturally and by fermentation 
reactions and the complement-fixation reaction. 

4. Gonococcal infection of the kidney is believed 
to be brought about by means of a generalized gono 
coccal bacteraemia rather than by direct or indirect 
ascending routes leading from the lower genito- 
urinary tract to the kidney pelvis. 

C. RutHerrorp O'Crow ey, M.D. 


Oulié: A Study of the Operative Indications in Hy- 
datid Cysts of the Kidney Based on Four Cases 
Treated by Reduction without Drainage After 
the Injection of Formalin (Etude des indications 
opératoires dans les kystes hydatiques du rein a 
propos de quatre cas traités par la réduction sans 
drainage aprés formolage). Bull. ef mém. Soc. nat. 
de chir., 1928, liv, 718. 


Oulié reports four cases of non-infected hydatid 
cysts of the kidney that had not ruptured into the 
pelvis. One of the cysts was multilocular and the 


size of the head of a fetus. The others contained 2 
liters, 11% liters, and % liter of fluid respectively. 
There were no urinary symptoms. Oulié did not 
catheterize the ureters as he did not intend to per- 
form a nephrectomy, but Micuon, who reported the 
cases for him, thinks that in any case of tumor which 
is believed to be of renal origin the urine from the 
two kidneys should be examined separately. 

In the treatment of the cases reported, the fluid in 
the cysts was removed by puncture and replaced by 
asolution of formalin. The cyst was then extirpated 
and its bed irrigated with ether. The wound was 
sutured without tamponade or drainage of the bed, 
and the peritoneum was sutured around the suture 
of the cyst bed so that the latter was rendered extra 
peritoneal. The abdominal wall was sutured in two 
layers without drainage. 

Oulié is of the opinion that this is the best method 
of operation because it preserves the kidney. He 
believes that the indications for marsupialization and 
total and partial nephrectomy are very limited. 
Michon agrees with him except that he thinks his 
condemnation of partial nephrectomy is too absolute. 

Auprey G. Morcan, M.D. 


Hasner, R. B.: Mixed Tumors of the Kidney. Arch 
of Path., 1928, vi, 240. 

Few mixed tumors of the kidney have been re- 
ported since Jacobi first described the histological 
picture in 1886. These tumors usually occur during 
the first two years of life. They are encapsulated and 
give rise to metastatic growths only when they are 
large. The first tumor always develops within the 
kidney. The kidney does not take part in the tumor 
formation, but undergoes a pressure atrophy. Ha- 
maturia occurs late in the disease. 

Hasner reports four cases. In one, there was a his- 
tory of trauma. In the case of a man forty-five years 
of age hamaturia was first noticed nearly three years 
after the first symptoms caused by the tumor. 

Wiiiiam J. Carson, M.D. 


Bumpus, H. C., Jr.: The Apparent Disappearance 
of a Pulmonary Metastasis in a Case of Hyper- 
nephroma Following Nephrectomy. /. l/rol., 
1928, Xx, 155. 

A man fifty-nine years of age, upon whom a neph- 
rectomy had been done fifteen months previously 
for hypernephroma invading the renal pedicle, came 
to the Mayo Clinic complaining of a chronic cough 
with occasional bloody sputum and giving a history 
of three attacks of transitory hemiplegia followed by 
dragging of the left foot. A roentgenogram made of 


- the chest at that time disclosed multiple metastatic 


areas in both lungs, but five months later all roent- 
genographic evidence of the nodules had disap 
peared. More than two and a half years later the 
lungs were still clear, and at a recent examination, 
more than five years after the operation, the patient 
appeared to be in excellent health. 

A review of the literature reveals the reports of 
many instances in which patients have lived from 
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two to twelve years in good health after the removal 
of a hypernephroma which had extended into the 
veins of the renal pedicle or into the vena cava, 
thereby rendering the occurrence of emboli of hyper- 
nephromatous tissue practically certain. A number 
of striking cases of this type have been observed also 
at the Mayo Clinic. 

The disappearance of these metastases may pos- 
sibly be explained by Peterson’s explanation of the 
regression of metastases from chorionepithelioma 
after removal of the original body, i.e., that anti- 
bodies are developed in the body which, after the 
removal of the primary focus, become sufficient in 
number and power to overcome and destroy the 
metastatic cells. 


Bailey, H.: Nephro-Ureteral Anastomosis. J. 
Urol., 1928, xx, 103. 

The author reports a case in which he accidentally 
tore the ureter and pelvis from the kidney in oper- 
ating for renal calculus. As a stone was present in 
the other kidney, a transverse incision was made in 
the hilum of the injured kidney and the pelvis 
sutured back in place. ‘The suture was re-inforced 
with a small strip of muscle. 

The function of the injured kidney was greatly 
diminished after the operation but was suflicient to 
permit removal of the calculus from the other 
kidney. J. Stoney Ritter, M.D. 


Iselin, M.: An Experimental Study of Suture of the 
Ureter (Recherches expérimentales sur la suture de 
Vuretére). Bull. el mém. Soc. nat. de chir., 1928, liv, 
050. 


Suture of the ureter has not been very successful 
clinically because of degeneration of the kidney. 
Iselin believed that derivation of the urine might 
improve the results. Derivation by nephrostomy 
injures the kidney, whereas derivation by pyelostomy 
is much easier and less dangerous. In simple pyelos- 
tomy, however, a considerable amount of urine con- 
tinues to flow through the ureter and the incision in 
the pelvis tends to close spontaneously. This can 
be prevented by introducing a bougie into the upper 
part of the ureter. 

In his experimental studies, Iselin incises the ure- 
ter, introduces a No. 8 to 12 bougie, depending upon 
the size of the animal, and fixes the bougie with a 
suture. This ensures complete derivation of the 
urine. At the end of five days, derivation is no longer 
necessary and the bougie is removed. In the sutur- 
ing, the thread is passed from without inward in 
the lower end of the ureter and from within outward 
in the upper end so that the mucous membrane is 
everted and the lumen is not reduced. As healing 
will not take place when mucous membrane rests 
against mucous membrane, the mucous membrane 
is destroyed by cauterization for a few millimeters 
on both ends of the ureter. 

Alskne concluded from his experiments that the 
ureter becomes paralyzed on section. To substan- 
tiate Alskne’s observation, Iselin performed another 


laparotomy before killing his animals in order that 
he might study the contractions of the ureter by 
observation and register them graphically by 
means of an especially constructed apparatus. He 
found that there is a temporary paralysis of the 
upper end of the ureter for about a week after section, 
but that this does not affect the kidney and if a 
successful suture is performed it is overcome. No 
harm is done to the kidney unless stenosis and dila- 
tation occur. 

Iselin concludes that the three conditions neces- 
sary for successful suture of the ureter are strict 
asepsis, temporary derivation of the urine by pyelos- 
tomy with sounding of the kidney, and destruction 
of the mucous membrane by cauterization at the 
suture zone. 

In the discussion of Iselin’s report, Moure said 
that he had always found dilatation of the kidney a 
few weeks after ureteral suture or the grafting of 
segments of artery or vein into the ureter, and that if 
Iselin’s simple changes in technique ensure success 
it will mean an enormous advance in ureteral surgery. 

Auprey G. Morcan, M.D. 


BLADDER, URETHRA, AND PENIS 


Kearns, W. M.: Alkaline Incrusted Cystitis, 
Urethritis, and Prostatitis. J. Urol., 1928, xx, 
125. 

The author reports a case of incrusted cystitis, 
urethritis, and prostatitis from which bacillus pro- 
teus ammoniz was isolated. The treatment consisted 
in curettement followed by instillations of 2 per cent 
acetic acid. 

Also reported in this article are the cases of two 
patients with ammoniacal urine and phosphatic in- 
crustation of suprapubic fistulae who were success- 
fully treated with instillations of a bacillus bulgaricus 
culture with lactose. 

In conclusion the author calls attention to the 
recent report by Roche of a case of incrusted cystitis 
seen on the service of Joly at St. Peter’s Hospital, 
London, in which the bacterial type was undeter- 
mined but there was typical evidence of bacillus pro- 
teus ammoniz infection. J. SypNey Ritrer, M.D. 


Morson, A. C.: Radium Treatment of Vesical Car- 
cinoma. Lancet, 1928, ccxv, 116. 

Morson presents and discusses his technique for 
the radium treatment of vesical carcinoma. He pre- 
fers to obtain more thorough access by means of 
suprapubic cystotomy. In papillary carcinoma he 
inserts the tubes through the pedicle. The dose de- 
pends upon the size of the tumor. For the ulcerative 
type, the radium tubes are concentrated to treat the 
young active cells at the margin of the growth. The 
dose must be sufficient not only to destroy these 
cells, but also to produce a ring of fibrosis beyond 
the growing edge. A large quantity of radium witha 
short exposure (twenty-four hours) is advocated. 
More tubes are buried in the cellulo-fatty tissue 
which is situated around the ureters and iliac ves- 
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sels. All tubes are threaded with gut strands which 
are brought out onto the skin. 

Without exception, the presence of sepsis leads to 
poor results. Therefore infection must first be re- 
duced to the minimum. Vesical carcinoma cannot 
yet be cured by radium irradiation, but a shrinkage 
of the tumor even to disappearance may be ex- 
pected. The immediate and remote results are gen- 
erally favorable. Severe haemorrhage may be con- 
trolled. NatHan N. Cronn, M.D. 


GENITAL ORGANS 


Campbell, M. F.: The Surgical Pathology of Epi- 
didymitis. Ann. Surg., 1928, |xxxviii, 98. 

Epididymitis is due predominantly to gonococci, 
yet other bacteria may produce lesions clinically in- 
distinguishable either from those of gonorrhceal 
origin or from those due to tubercle bacilli. Of 3,606 
cases of epididymitis treated in the Urological Serv- 
ice of Bellevue Hospital, New York, 3,000 had re 
sulted from neisserian infection, 280 were tuberculous 
and 326 were of non-specific origin. 

Campbell says that the treatment consists of rest 
in bed, catharsis, and an adhesive plaster suspensory 
dressing for the scrotum which gives complete im- 
mobilization and high clevation. An ice cap is usu- 
ally applied, although in some cases heat may give 
greater relief. One in 15 of the gonorrhoeal and 1 
in 4 of the non-gonorrhoeal, non-tuberculous cases 
required operation. 

Hagner’s method of epididymotomy is the pro 
cedure of choice, but epididymectomy is performed 
for: (1) gross destruction of the epididymis and (2) 
recurrence of epididymitis after epididymotomy, or 
(3) in some cases, after repeated attacks without 
operation. Orchidectomy was performed for abscess 
in 35 of the 3,606 cases. Epididymotomy was done 
200 times and epididymectomy 74 times. 

Scrotal oedema as well as thickening and indura- 
tion of the tunica vaginalis is usually present, to- 
gether with a variable amount of hydrocele fluid. 
The testicle is involved only secondarily by exten- 
sion of an epididymal abscess or by thrombosis of 
the lower spermatic cord with trophic gangrenous 
orchitis. 

Extension from the posterior urethra is by way of 
the vas and its mural lymphatics. Blood-borne in- 
fection of the epididymis is rare. The lesion is most 
acute in the globus minor, but extension to the globus 
major usually occurs and numerous punctate ab- 
scesses form. These may coalesce and convert the 
entire epididymis into a suppurating mass; even 


secondary destruction of the testicle may ensue. 
Gross suppuration requiring surgical liberation is 
observed 4 times more frequently in non-gonor- 
rhoeal than in the gonorrhoeal cases. A definite 
inflammatory cycle is observed in each type, yet 
resolution is somewhat slower in the gonococcal 
variety. These inflammatory processes are classified 
as acute or chronic. The acute cases may be exuda- 
tive, catarrhal, suppurative, or necrotic, whereas 
the chronic inflammations are suppurative or, if the 
process of repair is well under way, proliferative in 
type. Resolution takes place by the absorption of 
exudate and necrotic tissue and its replacement by 
scar tissue. This explains the persistence of residual 
nodular indurations. 

Histological study of the inflamed epididymis 
further advances the argument in favor of a liberal 
attitude toward the early performance of epididy- 
motomy. Early drainage presumably tends to 
lessen tubular destruction. 

H. W. Praccemeyer, M.D 


Ashhurst, A. P. C.: Undescended Testicle 
Ombrédanne’s Operation. Ann. Surg.. 1928, 
Ixxxvili, 131. 

Ashhurst reports excellent results from Ombré- 
danne’s operation in the case of a fifteen-year-old boy 
with unilateral cryptorchidism and in the case of a 
seven-year-old boy with bilateral undescended testi- 
cles. An incision was made as in the repair of hernia 
and, after liberation of the testicle and cord, the 
testicle was brought down into the scrotum and 
across to the other side through an incision in the 
septum and fixed in position by snug closure of the 
opening in the septum around the cord just above the 
testicle. 

In the discussion of this report, STETTEN said that 
the Davison method has always given him good re 
sults and that Ombrédanne’s operation is contra 
indicated if there is poor development of the scrotum. 

Torek called attention to the fact that Ombré- 
danne’s operation fails to bring the testicles down to 
the bottom of the scrotum and if the testicle operated 
upon becomes infected or gangrenous there is grave 
danger that the sound organ will also be destroyed. 
He stated that the Torek operation develops the 
previously underdeveloped scrotum and is free from 
the other objections to the Ombrédanne operation. 

Martuews said that transplantation of the testicle 
in the thigh, as in the Torek operation, seems to be 
permissible in the child, but if it is done after puberty 
there is danger of destroying the spermatogenic func 


tion of the organ. H. W. Praccemeyver, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Frejka, B.: Multiple Osteogenic Exostoses (I xostoses 
ostéogéniques multiples). Rev. d’orthop., 1928, xv, 


5. 

Multiple osteogenic exostoses are due to a dys- 
trophy affecting the entire skeleton at the period of 
rapid growth. This dystrophy is hereditary, but the 
author reports a case in which no hereditary predis- 
position could be demonstrated. 

The patient was a boy thirteen years of age who 
was well developed both physically and mentally. 
When the child was six years old, curvature of the 
legs was noted and thereafter increased progress 
ively. Later, the forearms became curved and bony 
protuberances developed all over the skeleton. After 
the tenth year of age there was no aggravation of the 
condition. 

I;xostoses were removed from the inner part of the 
distal extremities of both tibia and from one scapula. 
The surfaces of the exostoses were rough and irregu- 
lar. 

Histological examination of the epiphyseal car- 
tilages and the islands of cartilage in the osteogenic 
exostoses showed irregular ossification of a highly 
developed osteoid tissue which suggested rachitic 
changes. Serial sections showed that the exostoses 
originated from the epiphyseal cartilage. 

Auprey G. Morcan, M.D. 


Chiariello, A.: Hemimelia— Absence of the Hand 
(De Vhémimélie—absence de la main). Kev. d’or- 
thop., 1928, Xv, 242. 

Chiariello reports three cases of hemimelia. The 
first was that of an infant eleven weeks of age which 
was born at term. The right arm was normal, but 
the left forearm was less than half its normal length 
and lacked a hand. At the end of the forearm there 
was a projecting tubercle that resembled a protrud- 
ing umbilicus. A roentgenogram showed that the 
bones of the forearm were fused in an attitude of 
pronation. The three other children in the family to 
which this child belonged were normal. 

The second case was that of a boy eleven years of 
age who was normal except for bilateral hemimelia. 
On the left side there was a mere stump of a forearm 
with an umbilication at its end. Only slight move- 
ments of flexion were possible. On the right side 
there was a longer stump with four rudimentary 
tubercles. A roentgenogram showed that the two 
bones of the forearm were united and formed a single 
mass. Although the malformation was very marked, 
the child could write with the aid of an artificial 
hand. The four other children in the patient’s 
family were normal. 


The third case was that of a girl fourteen and one- 
half years of age. ‘There were no signs of syphilis or 
tuberculosis. The malformation was limited to con- 
genital absence of the left hand. The stump was 
covered with very thick skin that looked like the 
skin of the sole of the foot. At the end of the stump 
there were five small excrescences which were evi- 
dently rudimentary fingers. The radius and ulna 
appeared to be normal, but there was only a single 
mass of bone representing the carpus. Limited 
flexion and extension were possible. 

Hemimelic malformations were formerly attrib- 
uted to amniotic bands, but it is now generally be- 
lieved that they are due to an intrinsic factor in the 
ovum. The nature of this causative factor is not 
known. It is possible that alcoholism or syphilis may 
play an important role. 

As a rule nothing can be done to improve the con 
dition, but sometimes freer movement of the stump 
may be brought about by the sectioning of fibrous 
bands. If treatment is feasible, it should be under 
taken early in order to prevent further deformity. 

Auprey G. Morcan, M.D. 


O’Ferrall, J. T.: Low Back Pain. J. Am. M. Ass., 1928, 
XC, $32. 

The author believes that in the explanation of low 
backache too much emphasis has been laid on the 
bony abnormalities of the lower spine and not enough 
attention has been paid to the soft parts or the re- 
lationsh®. of the various bony structures to one 
another ‘si to the attached soft parts. 

He therefore reviews the anatomy of this region 
in some detail, with especial reference to the slender 
lumbosacral ligaments which lie around the lumbo 
sacral segment, a joint which is structurally weak. 
The lumbosacral nerve cord, which is in intimate 
contact with the iliolumbar and lumbosacral liga- 
ments and furnishes the so-called sciatic distribu 
tion, is an essential factor in conditions of the lower 
part of the back. Bony abnormalities in this area are 
contributory causes to backache, but the ligamen- 
tous and neurological soft parts are the structures 
in which the true pathological conditions are to be 
found. In the diagnosis, stereoscopic or lateral roent- 
genograms of the lumbosacral joint are necessary. 

The gross pathological changes associated with 
back pain include hemorrhage, fibrous adhesions or 
pannus formation, and swelling of the ligaments with 
pressure on the lumbosacral cord and other parts of 
the lumbar plexus. 

The treatment of low back pain should consist in 
fixation of the lumbar spine to the pelvis for a suffi 
ciently long time to permit healing of the sprained 
ligament and resolution of the pathological changes. 

Rosert C, LoNERGAN, M.D. 


546 








as 
br 
de 


an 
ev 
Oop 
be: 
fer 
pai 


inc 


yer 
are 
en- 


res 
be 
nt- 
ry. 
ith 
; or 
vith 


s ol 


t in 
uffi- 
ined 
ges. 
D. 











SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 547 


Pattison, C. L.: Pseudocoxalgia: Clinical Evidence, 
X-Ray Appearance, Etiology, and Treatment; 
with a Review of Twenty-Five Cases. Brit. J. 
Surg., 1928, xvi, 89. 

Cases of pseudocoxalgia, known also as Legg 
Calvé-Perthes disease, constitute from 3 to 5 per 
cent of all cases of hip-joint disease. The condition 
usually occurs between the ages of five and ten years 
and is more common in males than in females. It is 
probably not hereditary and is not associated with 
rickets or syphilis. As a rule it is unilateral. It has 
been ascribed to infective, developmental, and trau- 
matic causes, but none of the theories so far ad vanced 
are entirely satisfactory. 

The main symptoms are a limp and a variable 
amount of pain usually associated, in the early 
stages, with muscle spasm. Limitation of movement 
depends upon the muscle spasm and is inconstant. 
In the roentgenogram, the condition in the head of 
the femur is first manifested by an increase in the 
density and a decrease in the size of the bony nucleus 
of the epiphysis. These changes are followed by 
fragmentation of the nucleus, a stage of repair with 
coalescence of the fragments, and a stage of molding 
of the re-formed femoral head. The greater the de 
formity produced the less favorable the prognosis as 
to ultimate function. In the neck of the femur, an 
early and constant change is the appearance of an 
area of rarefaction which often results in coxa vara. 
With regard to associated changes occurring in the 
acetabulum, opinions differ. 

There is lack of agreement also as to the treatment 
of these cases, but it is probable that abduction and 
the prevention of weight-bearing are indicated, at 
least if the case is scen before deformity of the epi- 
physis has occurred. If weight-bearing is prohibited, 
motion may be allowed. In cases with severe mus 
cular spasm and pain, immobilization is of course 
necessary. The length of the period of immobiliza- 
tion varies from six months to three years, depending 
on the rapidity of recalcification of the femoral head. 

If limitation of motion results, it is usually in the 
direction of abduction and internal rotation. ‘The 
tendency of the condition is toward spontaneous 
recovery. Complete incapacity never results, what- 
ever the treatment. ’ Cnester C. Guy, M.D. 


Forbes, A. M.: The Tensor Fasciz Femoris as a 
Cause of Deformity. /. Bone & Joint Surg., 1928, 
X, 570. 

Forbes discusses the tensor fascia femoris muscle 
as a cause of deformity in poliomyelitis. He reviews 
briefly the anatomy and function of the muscle and 
describes the “‘pentad deformity’’-—flexion of the hip 
and knee, knock knee, inversion of the thigh, and 
eversion of the leg--which may result from its un- 
opposed action. He believes that the deformity is 
best treated by transplantation of the tensor fascia 
femoris with its attached fascia strip into the 
patella. 

_ In the operation performed by Forbes, a long 
Incision is made from the anterior superior spine 


downward over the contracted fibers to the outer 
surface of the upper part of the tibia, and after dis- 
section of the tensor fascia femoris and broad fan 
shaped sectioning of the fascia lata, the fascia lata 
is rolled into a tube with the muscular surface out 
ward and the tube is pulled through a subcutaneous 
tunnel downward and forward to the anterior 
surface of the patella and firmly sutured to the 
bone. A plaster-of-Paris spica is then applied with 
the knee and hip in full extension. 

Forbes emphasizes the fact that while the com 
paratively small power of the tensor fascia femoris 
cannot be expected to replace the paralyzed muscle 
to any great degree, the operation described con- 
verts a ‘‘positive power for evil into a power for 
possible good.” Pau. C. Cotonna, M.D. 


Harbin, M.: A Consideration of Certain Derange- 
ments of the Knee Joint. Surg., Gynec. & Obst., 
1928, xlvii, 155. 

The author reports in detail seven cases of de 
rangements of the knee joint. ‘The conditions, the 
treatment, and the results may be summarized as 
follows: 

Case 1. Complete laceration of the internal lateral 
ligament and the posterior capsule of the right knee 
with lateral mobility of 30 degrees. Surgical repair 
forty-eight hours after the injury. Complete recoy 
ery of function. 

Case 2. Complete laceration of the internal lateral 
ligament of the right knee. Surgical repair and re 
moval of the internal semilunar cartilage. Complete 
recovery of function. 

Case 3. Displacement of the semilunar cartilage of 
the left knee. Excision of the cartilage. Complete 
recovery of function. 

Case 4. Loose body in the left knee. Removal of 
the body. Complete recovery of function. 

Case 5. Osteochondritis dissecans with loose bod 
ies and a hypertrophied infrapatellar fat pad. Re- 
moval of the loose bodies and excision of the fat pad. 
Complete recovery of function. 

Case 6. Loose bodies in the right knee with flexion 
deformity of the joint and hypertrophic osteo 
arthritis. Exploration of the knee joint, removal of 
the loose bodies, and correction of the flexion de 
formity. Complete recovery of function. 

Case 7. Villous osteo-arthritis of both knees. 
Synovectomy of the left knee. Relief of the pain and 
swelling. 

The primary purpose of this article is to emphasize 
that in complete lacerations of the internal lateral 
ligament and capsular tears, early surgical correction 
is preferable to fixation and apparatus alone. 

Robert V. Funsron, M.D. 


Wade, H. K.: Exostoses Occurring on the Os Calcis 
as the Result of Gonococcal Infection. /. lrol., 
1928, XX, 259. 


Exostoses due to gonococcal infection may occur 
on any joint affected by gonorrhoeal arthritis, but 
probably cause most disability when they are formed 
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on the os calcis. Calcaneal exostoses occur much 
more frequently in the male than the female and are 
usually bilateral. Trauma is a factor in their de 
velopment and flat-foot seems to be a predisposing 
cause, but in Speed’s opinion the majority of cases 
of true periostitis and painful spur formation of the 
os calcis are due to infection by the gonococcus. 

The symptoms usually develop during the first 
year of the gonorrhoeal infection. The patient com 
plains of pain in the heel which is greatly exaggerated 
by walking and ceases entirely during rest. ‘The gait 
is characteristic. An attempt is made to carry the 
weight on the ball of the foot to decrease the pressure 
on the heel. Pain is elicited by making pressure over 
the inferior surface of the os calcis and over the in- 
sertion of the tendon of Achilles. On X-ray examina 
tion, either a periostitis or definite spurs will be 
found. While the gonorrhoea may not be active at 
the time treatment is sought, a careful urological 
examination will reveal the focus. 

The treatment should be at first palliative. If 
possible, the patient should be placed at rest. 
When only a periostitis is present, absolute rest and 
treatment applied locally and to the focus of infec- 
tion will relieve the symptoms. When a well-de- 
veloped spur is found and the acute symptoms have 
subsided, the condition is strictly surgical. 

In conclusion the author states that many persons 
who believe themselves to be affected with gonor- 
rhoeal rheumatism are in reality suffering from 
gonorrheeal spurs. For complete recovery after 
operation the focus of infection must be entirely 
removed. If a subsequent infection occurs, the 
spurs may be quickly re-formed. 

GEORGE C. Hanser, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Calvé, J.: The Transtrochanteric Approach to the 
External Iliac Fossa in Osteoplastic Operations 
on the Hip (Voie d’accés trans-trochantérienne sur 
la fosse iliaque externe dans les opérations ostéo- 
plastiques de la hanche). Presse méd., Par., 1928, 
XXXVI, 095. 

The details of the author’s method of transtro- 
chanteric approach to the external iliac fossa in 
osteoplastic operations on the hip are shown in 
illustrations. 

The incision is T-shaped. The vertical part, which 
is the longer, is made from the base of the external 
surface of the greater trochanter to the juncture be- 
tween the anterior and middle thirds of the crest of 
the ilium. An anterior and a posterior shorter in- 
cision is made from the first incision along the crest 
of the ilium. The fibers of the gluteus minimus and 
medius is then pushed aside and the gluteal vessels 
caught and sectioned. The greater trochanter is 
sectioned by a vertical incision running down 1 to 2 
cm. and two oblique incisions running off from the 
vertical incision, one forward and outward and the 
other backward and inward. The two fragments are 


then pushed apart without being entirely separated 
from their femoral attachment. This procedure 
makes it possible to obtain a good view of the cap- 
sule of the femur, the rim of the acetabulum, and the 
external surface of the iliac bone. 

In osteoplastic operations on the iliac bone, the 
author’s incision is more direct than the Smith- 
Petersen incision and gives as good a view. When 
work is to be done on the posterior segment of the 
rim of the acetabulum it gives an even better view. 
In cases of congenital luxation in which the head is 
in a posterior position, it facilitates the formation of 
a posterior ‘“‘abutment.” In cases of arthrodesis in 
coxalgic pseudarthrosis, it makes possible the use of 
Mathieu’s method. Two flaps may easily be turned 
down from the external table of the iliac bone, one 
anterior and the other posterior, and arranged in a 
“gutter” so as to give a stronger fixation than that 
obtained by means of one flap. In cases in which a 
graft from the tibia is used, the transtrochanteric 
approach makes it possible to remain outside of the 
joint. 

When the author expects to find a supra-acetabu- 
lar focus, he uses this method of approach instead of 
Mathieu’s method of obtaining a flap from the ex- 
ternal table because the latter involves the risk of 
opening the focus. He prefers a simple periosteal 
flap turned upward from below. When he is certain 
that the bone is normal, he trephines the ilium in 
order to fix the tibial graft at the top. Beneath the 
trochanter he brings about fixation by turning down 
two flaps from the trochanter and suturing them to 
each other, making a “‘pincers’”’ fixation. If the 
neck of the femur is very long, he completely dis- 
inserts the two fragments of the trochanter from 
their femoral attachments and lays them along the 
tibial graft. Even when they are detached from the 
femur, they constitute excellent living grafts because 
they are still connected with most of the muscles to 
which they are attached normally. 

Aubrey G. Morcan, M.D. 


Lambotte, A.: Arthroplasty of the Great Toe 
(Quelques considérations sur l’arthroplastie du gros 
orteil). Paris chir., 1928, xx, 33. 

Lambotte describes an arthroplasty of the meta- 
tarsophalangeal articulation which has given him 
excellent results, especially in cases of hallux valgus. 

An incision of the skin is made from the middle of 
the internal surface of the first phalanx of the great 
toe to the middle of the internal surface of the first 
metatarsal and the edges of the incision are sepa- 
rated and turned back. Then, with the bistoury in- 
troduced to the bone, a U-shaped flap is outlined on 
the first phalanx of the toe with its pedicle at the 
neck of the first metatarsal. This fibroperiosteal flap 
must be long enough and broad enough to cover the 
end of the metatarsal when the head of the metatar- 
sal is resected and must not be too thin at the artic- 
ular space. After elevation of the flap with the bis- 
toury, the head of the metatarsal is freed by means 
of a raspatory and excision is made at the neck at 
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the edge of the cartilage. Lambotte prefers a sharp 
gouge for the resection. When the head has been re- 
sected, the end of the metatarsal is rounded off 
slightly by removing the sharp edges. 

To accomplish the arthroplasty, a U-shaped suture 
of cotton or silk is passed to the top of the fibroperi- 
osteal flap and, by means of a Reverdin needle, the 
two ends are passed successively through the ex- 
ternal soft parts of the articular cavity and brought 
out on the external surface of the great toe. The 
flap is then brought between the osseous surfaces by 
pulling on the ends of the suture, the ends are 
knotted loosely over a piece of gauze, and the skin is 
sutured. The dressing is applied so that it will hold 
the toe straight. After cight or ten days the U-suture 
is removed, and after three weeks the patient is 
allowed to get up. Pace. 


FRACTURES AND DISLOCATIONS 


Hey Groves, E. W.: Direct Skeletal Traction in the 
Treatment of Fractures. Brit. J. Surg., 1928, xvi, 
149. 

There is no malposition with non-union of a broken 
long bone which cannot be fully corrected or over- 
corrected by skeletal traction. It is possible also to 
correct malunion by such traction if osteotomy is 
done first. Because of its reliability and simplicity, 
the transfixion pin with a metal U-shaped tractor 
attached to its ends is to be preferred to ice-tong 
calipers and other devices. If precautions for asepsis 
are taken, infections are rare, and if sinuses develop 
they will heal following curettage. 

In fractures of the femur, pin traction should be 
used. The pin should be introduced, not through 
the soft, yielding cancellous bone of the condyles, 
but through the firm cortical bone of the shaft above. 
In the author’s cases, a weight of from 20 to 60 Ib. is 
applied by means of a system of two compound or 
multiplying pulleys, the deformity then being cor- 
rected. Counter-extension is obtained by means of 
padded perineal bands fastened to the head of the 
bed and by elevating the foot of the bed 12 in. The 
weight is gradually reduced one-quarter in one week 
and one-half in three weeks. After from four to six 
weeks, skeletal traction is abandoned in favor of skin 
traction or a walking caliper. 

In cases of trochanteric fractures, the traction 
must be made with the limb abducted. This is 
accomplished by counter-extension with a perineal 
band on the opposite limb. In cases of supracon- 
dylar fractures, the pin is inserted through the crest 
of the tibia just below the tubercle. In cases of frac- 
ture of the tibia and fibula which cannot be held in 
position by a plaster cast, pin traction through the 
calcaneus is invaluable. In cases of supracondylar 
fracture of the humerus, skeletal traction by a pin 
through the olecranon will allow complete reduction 
and movement at the elbow. 

_For the correction of lateral displacement of the 
tibial fragments after axial alignment has been ob- 
tained by skeletal traction, open reduction with 


interlocking of the rough ends is recommended. 
When this is impossible, as in spiral fractures, the 
author inserts a brad-awl through the soft tissues to 
each fragment and levers the bones into position. 
The awls are then embedded in a circular plaster 
cast and are removed after twenty-four hours or 
when the cast has become firmly hardened. 
Cuester C. Guy, M.D. 


Sever, J. W.: Fractures of the Pelvis. New England 
J. Med., 1928, cxcix, 16. 

This article is based on fifty-one fractures of the 
pelvis. Twelve involved the ilium; twenty-five, the 
pubic arch; and fourteen, the acetabulum. The end- 
result in sixteen cases is not known. In twenty-four 
cases, good results were obtained, many of the pa- 
tients being without pain, disability or discomfort 
after a period of a few months. There was only one 
death. 

The acetabular fractures and particularly the so- 
called acetabular dislocations were the most dis- 
abling. Many of these cases were seen too late for 
active treatment. The treatment of choice for such 
fractures and dislocations is abduction by the meth- 
od of Whitman or the more complicated method of 
Putti. 

In cases of fracture of the ilium or pubic arch, rest 
in bed with a tight swathe is usually sufficient for 
comfort and fixation. To facilitate nursing care, a 
pelvic sling may be employed. 

In general, fractures of the ilium without ab- 
dominal injury are followed by good results. Frac- 
tures of the rim of the pubis or ischium are usually 
more severe, but are seldom permanently disabling. 
Vractures of the acetabulum with protrusion of the 
whole acetabular wall usually result in marked dis- 
ability, but milder fractures of the acetabulum have 
little or no effect on function. 

Rospert V. Funston, M.D. 


Shaw, J. J. M.: Fractures of the Upper End of the 
Femur. Brit. J. Surg., 1928, xvi, 120. 

Shaw reports experiments made on cadavers and 

dried femora to determine the direction of force 


Blows struck directly over the greater trochanter re 
sulted always in comminution of this portion or in 
intertrochanteric fractures. The same result was ob 
tained when the head was fixed and the bone levered 
out with the fulcrum at the trochanter. This is the 
mechanism which operates in falls on the side when 
the trochanter first hits a solid object and the leg 
continues to fall. 

Steadily increasing pressure exerted on the tro 
chanters by placing the cadaver in a vise resulted in 
fractures of the pelvis but no injuries to the femora 
or acetabula. 

The author concludes that fractures of the acetab- 
ula are usually caused by a force applied just below 
the trochanter which travels up the femoral neck 
through the ‘‘capito-collar”’ axis. 

Cuester C. Guy, M.D. 
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Moreau, L.: Fracture of the Tuberosities of the 
Upper End of the Tibia (Des fractures tubérosi 
taires de Vextrémité supérieure du tibia). Rev. 
d’orthop., 1928, XV, 193. 

The author presents the histories of twenty-two 
cases of fracture of the tuberosities of the tibia. 
Sixteen were cases of simple fracture and six were 
cases of compound fracture caused by projectiles. 
The compound fractures did not differ greatly from 
the simple fractures and none of them required 
osteosynthesis. Nine of the fractures involved the 
external tuberosity; two, the internal tuberosity; and 
five, both tuberosities. Of the direct fractures caused 
by projectiles, four involved the external and two 
the internal tuberosity. 

Of the nine fractures of the external tuberosity, 
three were due to direct causes (a fall on the knee, 
contusion from a fall, and an automobile accident). 
The others resulted from a fall from a height in 
which the subject landed feet first or from torsion of 
the knee, the foot or leg being immobilized while the 
knee was in adduction, a position in which the maxi 
mum force acts on the external tuberosity. 

The chief sign of the fracture was a copious hydro- 
hemarthrosis which appeared almost immediately 
in all but one case. Ecchymosis was inconstant. A 
valgus deviation of the leg was not always evident, 
but could always be provoked by a passive lateral 
movement of the knee. In every case, examination 
revealed swelling of the leg below the knee and pain 
on pressure over the external part of the joint. There 
was usually no crepitation or abnormal mobility. 
All but one of the patients were unable to rise after 
the injury and had to be carried to the hospital. 

The treatment of these cases was very simple. 
The fluid was evacuated by puncture or arthrotomy. 
In two cases, several punctures were necessary. In 
one case in which the joint was not evacuated, re 
covery was much slower than in the others and a 
certain amount of rigidity persisted. In one case, 
Willems’ active mobilization was used from the first 
and at the end of a month movement in the knee was 
almost normal. In all of the other cases the limb was 
immobilized cither with a simple splint or a plaster 
cast and after a varying period, depending upon the 


condition of the joint, massage and exercise were 
used. The results were good in every instance. 

In the two cases of fracture of the internal tuber- 
osity the leg was in adduction at the time of the 
injury. In the first case the fracture was caused by 
an explosion under the patient’s feet, and in the 
second by a fall from a height of 60 meters in which 
the knee was struck against an obstacle. In each 
case the tuberosity was completely detached. 

The symptoms in these cases were about the same 
as in the cases of fracture of the external tuberosity 
except that the local signs were on the inner side of 
the joint. In the first case there was no deviation of 
the axis of the leg, but in the second there was a dis- 
tinct varus with the leg in external rotation. 

The treatment consisted in simple immobilization 
without puncture. In the first case the cast was re- 
moved after twenty days, and in the second after 
fifty days. Massage and exercise were then insti- 
tuted. In the first case the result was good. At the 
end of a month complete flexion and extension were 
possible although there was laxity of the ligaments. 
Not the slightest varus developed. In the second 
case there was a distinct varus and neither flexion 
nor extension was possible for more than 45 de- 
grees. Walking was still painful but was improving. 

In the five cases of fracture of both tuberosities 
the traumatism was more violent. The fractures 
were not so regular as in the other cases and might 
have been confused with juxta-epiphyseal fractures. 

The symptoms in these cases were very intense. 
Kffusion was marked, the knee was greatly swollen, 
and the plateaux of the tibia protruded. There was 
intense pain with complete disability. Crepitation 
and mobility of the fragments were more pronounced 
than in the fractures involving only one tuberosity. 

The treatment consisted in immobilization in 
plaster without aspiration. The results were good 
except that in one case some swelling persisted and 
in another there was slight atrophy of the thigh. 

In the cases of direct fracture caused by projectiles 
the treatment was again non-surgical. The results 
were good except when suppuration caused ankylosis 
or necessitated amputation. 

Auprey G. Morcan, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Montanari, A.: Sounding the Blood Vessels (I! 
sondaggio dei vasi sanguigni). Sperimentale, 1928, 
Ixxxii, 93. 


Sounds were introduced into the blood vessels of 
dogs through small skin incisions. When a flexible 
rubber sound was introduced into a vein of the upper 
limb which varied in diameter from 1 to 3 mm. it 
could be passed through the thorax and abdomen 
and down to the origin of the internal iliac vein at 
the root of the lower limb. The sounding was harm 
less if the rules of asepsis were followed. There was 
no pain except on the first incision of the skin and 
soft parts. In the cases of large animals the tube 
was passed to the bifurcation of the pulmonary 
artery. The direction the sound has taken can be 
judged from the length of the tract traversed or 
may be determined directly by roentgen examina 
tion if a short metal cylinder is introduced into the 
end of the sound. When the sound was introduced 
into a vein of the lower limb it could be passed up 
through the auricle and to one of the veins at the 
root of the foreleg. 

Intra-auricular pressure can be measured in this 
way, though perhaps not with complete accuracy. 
However, in the author’s opinion, this is not the 
most important result of sounding. Stenoses and 
anomalies in the course of the vessels may be lo- 
cated by sounding and roentgen examination, but 
the special value of the procedure lies in the fact that 
blood can be obtained from any desired organ or 
point in the circulatory system. Examination of 
blood obtained directly from an organ is a valuable 
functional test. The author has obtained blood from 
the splenic, renal, and suprahepatic veins of dogs 
without injuring the animals. He has even ob- 
tained lymph from the thoracic duct. This was 
somewhat mixed with blood but was pure enough 
to warrant conclusions as to its physicochemical 
properties. By the method described it is possible 
also to introduce substances directly into any given 
organ. Auprey G. Morcan, M.D. 


Girdwood, R. O.: Thrombo-Angiitis Obliterans. 
J. Path. & Bacteriol., 1928, xxxi, 549. 

Girdwood reports the pathological changes found 
in a leg amputated below the knee for gangrene of 
the foot. The symptoms were typical of thrombo- 
angiitis obliterans. After a variable length of time 
this condition reveals itself by local syncope and 
death of the tissues, a change in the sensibility of 
the part affected, pain, blushing or blanching of the 
affected limb, intermittent claudication, cessation of 
pulsation in the vessels, and evidence of trophic dis- 
turbances. In the deeper vessels of the extremity 
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an inflammatory condition is set up which cul 
minates in thrombosis and obliteration of these 
vessels. 

The case reported was that of a man twenty-nine 
years of age who complained of symptoms suggest- 
ing a vascular disturbance in his right leg which 
were first noted two years previously and had gradu- 
ally become more marked. The two outer toes and 
the skin on the dorsum of the foot adjacent to these 
toes had turned black. As the severe pain was not 
relieved by removal of the gangrenous parts, ampu 
tation of the leg in the upper third was performed. 

Great difliculty was experienced in dissecting out 
the main vessels because of the very dense fibrosis 
which matted the arteries, vena comites, and nerves 
to each other and to the surrounding tissues. When 
the skin was dissected off, many small well-defined 
cutaneous vessels suddenly lost their distinct blood 
containing appearance and beyond the point of 
apparent blockage they were represented by a white 
line of slightly smaller size than the rest of the 
vessel. 

In the posterior tibial artery the occlusion was 
about 4 in. above the internal malleolus, while in the 
peroneal artery it was at a slightly lower level, and in 
the anterior tibial artery about 2 or 3 in. above the 
internal malleolus. Practically all of the vessels 
below these levels were impervious. The main ves 
sels were smaller than normal and most of them 
stood out as fibrous cords. The internal plantar 
artery and the vessels of the foot were larger than 
normal and, with the exception of the dorsalis hal 
lucis, were patent. 

Histological examination of the vessels involved 
showed the lumina to be occluded by a thrombus 
which had become recanalized. The internal elas 
tic layer was thrown into folds by contraction and 
there was reduplication of the elastic fibers. In the 
media, there was a fairly dense cellular infiltration 
around the vasa vasorum. ‘The muscular coat 
showed a patchy fibrosis. ‘There was a dense fibrosis 
of the adventitia and surrounding tissues, and in the 
small vessels in the neighborhood there were signs 
of endarteritis obliterans. 

Branches in the muscles of the calf of the leg 
showed thickening of the walls with slight fibrosis 
of the adventitia. In a number of them the lumen 


‘was blocked by thrombus formation. 


The saphenous vein and vene comites through 
out the limb showed dense fibrosis of the adventitia, 
and the media while the intima showed variable 
thickening in different parts. In the lumen of one 
of the veins an organized recanalized thrombus was 
found. It was surprising that despite such extensive 
obliteration of the vascular tree the gangrene was 
so limited. Manue t F. Licutenstern, M.D. 








Stricker, P.: Extensive Resection of Arteries in the 
Treatment of Obliterating Arteritis (Des résec- 
tions artérielles étendues dans le traitement de cer 
taines artérites oblitérantes). Rev. de chir., 1928, 
xlvii, 214. 


rhere are two types of arterial thrombosis~—-one 
which is secondary to lesions of the arterial walls, 
and the other which is primary and without evident 
lesions of the arterial walls. Syphilitic and diabetic 
thromboses are of the first type. The etiology of 
thrombosis of the second type is difficult to deter 
mine. The condition often occurs in young persons 
and resembles the thrombo-angiitis studied by 
Buerger. The arteritis is generalized and local opera 
tions such as sympathectomy and resection of the 
artery are of no avail. In the opinion of Leriche, the 
best treatment is unilateral suprarenalectomy. Re- 
section of the vessel is indicated when the disease 
is limited to one artery. Leriche proposed this 
operation in 1917 and since then has developed it 
further. He has found that it is followed by more 
marked vasodilatation than simple ligation. The 
vasodilatation is accompanied by hyperthermia and 
the recurrence of pulsation. Resection of a throm- 
bosed artery is more asympathectomy than an arteri- 
ectomy and its therapeutic effect is due to the 
removal of a diseased nerve. 

The author reports four cases in which resection 
of a portion of a thrombosed artery was very suc 
cessful and three in which the pain recurred or the 
gangrene progressed after the operation. He has 
found that if the resection of thrombosed arteries is 
performed judiciously, it often gives surprisingly 
favorable results in juvenile or presenile arteritis 
that is still localized. Auprey G. Morcan, M.D. 


Petit-Dutaillis, D.: Aneurism of the Bifurcation of 
the Carotid; Resection of the Combined Sac 
and End-To-End Anastomosis of the External 
and the Internal Carotids; Recovery without 
Cerebral Disturbances (Anévrisme de la fourche 
carotidienne; résection de la poche combinée 4a 
l’anastomose bout a bout de la carotide externe a la 
carotide interne; guérison sans troubles cérébraux). 
Bull. et mém. Soc. nat. de chir., 1928, liv, 734. 


The aneurism described by the author was situated 
directly at the carotid bulb. The external and in 
ternal carotids began from the upper part of the sac, 
and the superior thyroid artery also arose from the 
sac. Resection of the aneurism was done with liga- 
tion of the trunk of the common carotid and the 
superior thyroid artery and end-to-end anastomosis 
of the external and internal carotids. There was 
practically no back-bleeding from the internal caro- 
tid, but considerable retrograde circulation was 
observed in the external carotid because of its wide 
anastomosis with the vessel of the opposite side. 
The retrograde supply was therefore directed into 
the internal carotid for the nourishment of the cra- 
nial contents. 

Recovery was uneventful, and when the patient 
was re-examined eighteen months later he was in 
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good condition. Pulsations occurred in the temporal 
artery of the affected side and could be heard with 
the stethoscope at the site of the anastomosis. 

Anastomosis of the external and internal carotids 
in lesions of the carotid bifurcation was first pro 
posed by Quénu in 1907. Lefévre effected such an 
anastomosis with good results in a wound of the 
carotid bulb. The case reported in this article is the 
second in which the operation was done on a human 
being and the first in which it was done following the 
resection of an aneurism. Of fourteen collected cases 
of resection of the carotid bulb for aneurism in 
which anastomosis was not done, serious cerebral 
damage resulted in five and terminated fatally 
in two. Conservative endo-aneurismorrhaphies are 
inapplicable to this region and reconstruction of the 
carotids by suture is mechanically unfeasible. 

It is probable that the direction of blood flow in 
an anastomosis between the external and internal 
carotids varies in different subjects. Therefore it 
should be determined by inspection before the anas- 
tomosis is made. In old, long-standing aneu- 
risms, in which there has been time for the develop- 
ment of a collateral circulation and inflammatory 
changes and adhesions add greatly to the difficulty 
of dissection, simple removal of the sac with ligation 
of the three trunks is probably the operation of 
choice. Leo M. ZimMerMAN, M.D. 


Laffont, Houél, and Ferrari: Seven Ligatures of the 
Vena Cava; Nine Observations of Suppurative 
Uteropelvic Phlebitis (A propos de sept ligatures 
de veine cave; neuf observations de phlébite utéro- 
pelvienne suppurée). Bull. Soc. d’obst. et de gynéc. 
de Par., 1928, xvii, 373. 

The symptoms of suppurative uteropelvic phlebi- 
tis are reviewed. Operation is indicated when the 
condition is prolonged and the general condition be- 
comes worse under medical treatment. When cul- 
tures of the blood are repeatedly positive, surgical 
treatment will probably be useless, but if the pa- 
tient’s resistance seems good it may be attempted. 
It should be done from ten to fifteen days after the 
first chill. 

The principal stages of the authors’ technique are: 
(rt) ligation of the inferior vena cava, (2) ligation of 
the utero-ovarian veins, (3) resection of the utero- 
ovarian pedicles, (4) hysterectomy. 

If ligation of the vena cava and the utero-ovarian 
pedicles proves insufficient, it is followed by resection 
of the utero-ovarian pedicles and total or subtotal 
hysterectomy, according to the condition of the cer- 
vix and the degree of infection of the uterus. The 
operation is terminated by vaginal drainage supple- 
mented by a Mikulicz or a single vaginal wick 
according to the peritonization obtained. 

Four of the authors’ nine cases terminated fatally. 
In the first of these the temperature became normal 
after the operation, but the patient died of a virulent 
parotitis on the sixth day. This case should there- 
fore be excluded from the series. In the second and 
third cases, death occurred on the tenth and twelfth 
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days after the operation as the result of the co-exist- 
ing septicemia. In the fourth case the patient was 
operated upon on the sixteenth day of her illness and 
died on the eighteenth day after two severe attacks 
of pulmonary embolism on the fourteenth and fif- 
teenth days after labor. 

All of the operations were performed between the 
sixth and twenty-ecighth days. ‘The first case of the 
series demonstrated that a simple hysterectomy per 
formed during a puerperal infection is not always 
suflicient to prevent the development of thrombo- 
phlebitis since fourteen days after the operation it 
was necessary to ligate the primary iliacs to stop the 
chills and save the patient’s life. 

The chances of success of operation are improved 
when the blood cultures are negative, the lungs have 
not been involved, and there is no sign of peritonitis. 
In cases of puerperal phlebitis which are not oper- 
ated upon, the mortality ranges from 72 to 95 per 
cent, whereas in the cases reviewed it was 33.33 per 
cent. 

The authors’ nine cases are reported in detail. 

PACE. 


BLOOD; TRANSFUSION 


Anschuetz, W.: Splenectomy in Thrombopznia, 
with Particular Regard to the Acute Cases 
(Ueber Milzextirpation bei Thrombopenien mit 
besonderer Beruecksichtigung der akuten Faelle). 
Beitr. c. klin, Chir., 1928, cxlii, 1. 

The author has collected about 100 cases of ex 
tirpation of the spleen for thrombopzenia, including 
6 cases of his own, and reviews the findings at opera 
tion and the final results. 

He states that, according to the reports in the 
literature, the results of splenectomy in essential 
thrombopznia are in general very good. Up to the 
present time no patient has died from haemorrhage 
due to the operative wound in spite of the fact that, 
before operation, very severe haemorrhages were by 
no means rare. Moreover, the most severe cases, 
the so-called acute cases, some of which belong to 
the group of malignant or symptomatic thrombo 
penias and others of which must be regarded as 
pathogenetically unfavorable even after removal of 
the spleen, are associated with no greater danger of 
hemorrhage than the acute cases of essential throm- 
bopxnia. Nevertheless, in the ro acute cases collected 
the mortality sooner or later after the operation was 
70 per cent whereas in the 89 chronic cases it was 
only 9 per cent. It is evident, therefore, that the 


danger of operation in the chronic forms of essential 
thrombopeznia, particularly in the cases of persons 
under twenty years old, is so slight that, in view of 
the great danger or the continuous disabilities from 
the disease, there can be no doubt as to the indica- 
tion for splenectomy. 

A final judgment on the end-results cannot yet 
be given as the time that has elapsed since the opera- 
tion is not sufficiently long. Of 50 cases in which the 
operation was done some time ago, the platelet 
count is again normal or slightly subnormal (from 
100,000 to 200,000) in 30. In 25 cases, all of the 
symptoms have completely subsided. In 3 cases, 
slight symptoms still persist, and in 2 cases, there 
have been several recurrences of the bleeding in the 
form of epistaxis, metrorrhagia, or cutaneous hamor- 
rhages. 

When the platelet count rises satisfactorily, a 
favorable result is to be expected from the operation, 
but of 5 cases in which the platelet count sank con- 
siderably below normal (from 100,000 to 30,000), 
good results were obtained in 3 and noteworthy 
improvement with only slight transient relapses in 
2. Moreover, of 15 cases with platelet counts of from 
15,000 to 5,000, very good results were obtained in 
8, and in only 3 were there a few recurrences of the 
hemorrhage. In 3 cases of this group, death resulted. 

The author does not state whether the decrease in 
the thrombocytes is the sole or the principal factor 
in essential thrombopznia, nor does he attempt to 
decide whether essential thrombopznia represents a 
single disease or a group of related diseases of varying 
etiology. In essential thrombopania with an acute 
or superacute onset, the mortality of splenectomy is 
between 70 and 80 percent. The considerably poorer 
operative prognosis in this condition is due chiefly 
to the fact that the operation is performed too late. 
The advice formerly given by Engel of the Kiel 
clinic-—that operation should be delayed in such 
cases until after the patient has been tided over the 
first stage—is rejected by the author because a re- 
turn of the bleeding may render a successful opera- 
tion impossible. 

In conclusion, Anschuetz states that the acute 
forms of aleukia hemorrhagica can usually be dis- 
tinguished from acute essential thrombopaznias by 
the blood picture. In doubtful cases, operation 
should be performed. Engel’s findings in the bone 
marrow in essential thrombopenia cannot be ac- 
cepted as the cause of the disease, and the indica- 
tions for operation cannot be based upon such 
findings. Bove (Z.) 











SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Macdonald, R. A., and Peck, J. W.: Skin Antisepsis 
with Iodine and Some New Solvents. Lunc«t, 
1Q28, CCXV, 443. 


Because of the high tax on ethyl alcohol in Great 
Britain, the authors undertook to find a cheap and 
eflicient antiseptic solvent for iodine as a skin dis- 
infectant which would be penetrative, harmless to 
the skin, and stable and would evaporate rapidly 
when painted on the skin. 

Iixperiments were carried out with a number of 
solvents. Seventy per cent isopropyl alcohol was 
found to meet the requirements fairly well. The 
method of investigation included experiments both 
in vitro and upon the skin. An attempt was made to 
determine what part of the germicidal activity of 
tincture of iodine is due to the iodine itself and what 
part to the ethyl alcohol. 

The results of the tests proved that isopropyl! 
alcohol is the most bactericidal of all of the sol- 
vents tried. It did not irritate the skin and it hada 
marked penetrative power. No decompensation 
took place between the iodine and isopropyl alcohol 
even when the container was opened many times 
during the period of a month. However, as there is 
a possibility that acetone may be formed as an oxi- 
dation product, it appears advisable to use only re- 
cently made solutions. Isopropyl alcohol has about 
the same evaporating rate as ethyl alcohol and a 
pleasant odor. It is estimated that the approved 
solvent will reduce the cost of tincture of iodine by 
85 per cent. Morris A. Stocum, M.D. 
Simmons, J. S.: The Bactericidal Action of Mer- 

curochrome-220 Soluble and Iodine Solutions 
in Skin Disinfection. J. Am. M. Ass., 1928, xci, 


704. 
Rodriguez, F. E.: Mercurochrome and Iodine as 
Disinfectants of the Mucous Membrane of the 
Mouth: Preliminary Report on Relative Effec- 
tiveness. J. Am. M. Ass., 1928, xci, 708. 
Reddish, G. F., and Drake, W. E.: Mercurochrome 
-220 Soluble and U. S. P. Tincture of lodine: 
A Comparison of Their Germicidal Efficiency in 
Skin Disinfection. /. Am. M. Ass., 1928, xci, 712. 
SIMMONS investigated the inhibiting effect of io- 
dine and mercurochrome gauze on surface cultures 
of bacteria and the bactericidal efficiency in vitro of: 
(1) a 2 per cent aqueous solution of mercurochrome, 
(2) a 2 per cent aqueous alcohol-acetone solution of 
mercurochrome, (3) a 5 per cent alcoholic solution of 
mercurochrome, (4) a 3.5 per cent alcoholic tincture 
of iodine, and (5) tincture of iodine, U. S. P. An 
alcohol-acetone-water mixture was used as a control. 
The following conclusions were drawn: 


1. The bactericidal efficiency in vitro of the three 
mercurochrome solutions was not so great as that of 
the 3.5 per cent iodine solution and decidedly less 
than that of the tincture of iodine. 

2. Iodine gauze placed on the inoculated surface 
of nutrient or blood-agar cultures of the test organ 
isms resulted in larger areas of growth inhibition 
than mercurochrome gauze. 

3. In the experiments on the disinfection of nor 
mal rabbit skin, mercurochrome solutions had less 
bactericidal action on staphylococcus aureus, strep 
tococcus pyogenes, streptococcus scarlatina, escher- 
ichia coli, and clostridium welchii than the iodine 
solutions. 

4. The 2 per cent alcohol-acetone-aqueous solu 
tion of mercurochrome failed to kill or lower the 
virulence of bacillus anthracis spores on the shaven 
skin of white mice. When mice were treated with 
this solution for two hours and then inoculated sub 
cutancously, they died of anthrax in five or six days, 
whereas other mice treated in a similar manner with 
tincture of iodine were protected against anthrax 
infection. 

RoprIGueEz performed experiments on the mucosa 
of the under-side of the upper lip. As disinfectants 
he used: (1) a 2 per cent aqueous solution of mercuro 
chrome, (2) a solution of 5 per cent mercurochrome 
in 50 per cent alcohol, (3) a mercurochrome-alcohol- 
acetone solution, (4) an alcohol-acetone solution, 
(5) a solution of equal parts of glycerin and U.S. P. 
tincture of iodine, (6) a solution of 75 per cent glyc 
erin and 25 per cent U. S. P. tincture of iodine, 
(7) a solution of 87.5 per cent glycerin and 12.5 per 
cent U.S. P. tincture of iodine, and (8) a solution of 
3.5 per cent iodine in alcohol. 

He concluded that the action of Solution 1 is very 
feeble in the disinfection of the oral mucous mem 
brane, and that the action of Solutions 2 and 3, 
nearly identical, is better, though inadequate. All 
of the iodine solutions were effective with the excep 
tion of Solution 7 which was evidently too dilute. 
The iodine-glycerin solutions were preferable to the 
other iodine solutions because the glycerin rendered 
the disinfectant less irritating and increased its sur- 
face tension. 

ReEppIsH and DRAKE studied 2 per cent mercuro 
chrome in aqueous-alcohol-acetone solution and tinc- 
ture of iodine as disinfectants of the unbroken skin 
of rabbits inoculated with staphylococcus aureus. 
They found that the two disinfectants are of approx- 
imately the same value, but as iodine is irritating. 
very volatile, and of high toxicity, they conclude 
that for pre-operative disinfection of the skin the 
mercurochrome aqueous-alcohol-acetone solution 1s 
more desirable than iodine. 

Burton Crark, Jr., M.D. 
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SURGICAL 


Ogden, M. D.: Surgical Drainage. South. M.J., 1928, 
xxl, 626. 

The author discusses the essential phenomena of 
inflammation and the various types of drains now in 
use and then describes a drain which he has devised 
and has‘employed with good results. The latter con 
sists of a soft rubber tube having two rubber fins each 
2 cm. wide and a total perimeter of 9 cm. It is made 
by attaching to the side of the tube with rubber 
cement the center of a strip of rubber dam 4 cm. 
wide. This drain is ample for all but the most ex- 
tensive wounds and can be adapted to smaller 
wounds by trimming the fins. 

The use of the author’s drain in a case of suppu 
rative appendicitis is. described. In a case of this 
type the usual incision is made into the abscess cavity 
and the appendix removed or not according to the 
judgment of the surgeon. The finned tube is intro 
duced to the most dependent part of the abscess 
cavity and brought out so that it extends from 3 to 
4 in. beyond the skin surface. The wound is then 
sutured around an adequate drainage aperture and 
is dressed with gauze wet with Dakin’s solution. 
After the application of the dressing the wound is 
left undisturbed for forty-cight hours. At the end of 
that time the dressing is removed and irrigation with 
Dakin’s solution through the tube is begun. 

Car R. Stemnke, M.D. 


TECHNIQUE 555 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Bower, J. O., and Clark, J.: Bacillus Welchii (Per- 
fringens) Antitoxin—Its Therapeutic Value. A 
Preliminary Report Based on the Treatment of 
Twenty-Five Cases. Am. J. M. Sc., 1928, clxxvi, 
Q7- 

The use of bacillus welchii antitoxin in acute in- 
testinal obstruction and septic peritonitis is based on 
the observation that the bacillus welchii is found in 
a large proportion of acutely gangrenous appendices, 
the vomitus of patients with acute intestinal ob 
struction, the material drained by ileostomy, and 
human feces. It is the only anewrobe in the human 
intestine that produces a toxin. 

The authors review twenty-five cases of toxamia 
due to acute suppurative peritonitis, organic intes 
tinal obstruction, or bacillus welchii toxin in which 
bacillus welchii antitoxin was given in addition to 
the usual pre-operative, operative, and postopera 
tive treatment. They report that in these cases as 
compared with others in which the antitoxin was 
not given, the patients were less restless and required 
less morphine, the pulse rate was slower, the temper- 
ature was lower, the distention was less, and evacua- 
tion of the intestines occurred earlier. 

Maurice Meyers, M.D. 











PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Pfahler, G. E., and Widmann, B. P.: Further Ob- 
servations on the Use of the Saturation Method 
of Radiation Therapy in Deep-Seated Malig- 
nant Disease, with Some Statistics. Radiology, 
1928, xl, 181. 

The saturation method of radiation therapy as 
applied to deep malignant diseases was introduced 
by one of the authors several years ago and has been 
used extensively since then. It is defined as a means 
of introducing a maximum continuous radiation effect 
in the tumor area to the limit of normal tissue tolera- 
tion for a prolonged period. The reason for its 
adoption was the belief that if the radiation is kept 
at the saturation point during the brief period of 
sensitivity of the malignant cells and while these 
cells are still undergoing division, it is likely that 
the disease can be more completely destroyed. ‘The 
authors discuss the theoretical and practical aspects 
of the procedure and give the saturation curves ob- 
tained with rays of different degrees of hardness or 
penetration. The rules for the successful application 
of this method are as follows: 

1. The nature and extent of the malignant disease 
and its relation to essential organs which must be 
protected must be determined accurately. 

2. The quality of radiation which is used must be 
carefully measured and recorded. 

3. The superficial and the depth doses must be 
taken into account and recorded at cach treatment. 

4. Usually multiple portals of entry must be used. 
In crossfiring from various portals of entry, the beam 
of rays must be carefully directed so that no exces 
sive dosage will be obtained at any one point. 

5. The saturation value must be estimated both 
at the surface and at the depth at each dose. 

6. Daily applications over one portal, applied 
serially or successively, give the best results. 

7. The attempt should be made to build up the 
100 per cent or maximum normal tissue toleration 
dose in the tumor area as rapidly as is practical and 
then continue the effect for a time. 

8. The total amount of radiation must be re 
corded as it is this total which gives the late degencr- 
ative effect in the normal tissues. 

The principal advantages claimed for the method 
are improvement in the results, due chiefly to the 
prolongation of the radiation effect; the avoidance 
of constitutional effects; and the avoidance of dam- 
aging effects on the tissues. 

In a study of 463 cases of carcinoma about the 
mouth and 1,000 cases of carcinoma of the breast, 
the results were found to be best in the cases in which 
the saturation method of treatment was employed. 
These cases are reviewed as to the nature, location, 


and extent of the lesion, the kind of treatment ap- 
plied, and the results obtained. The authors discuss 
also statistics of similar cases treated elsewhere by 
different methods. Apo.teu Hartunc, M.D. 


Pfahler, G. E.: Further Observations on the Satura- 
tion Method in Roentgen Therapy as Applied 
to Deep-Seated Malignant Disease. Am. J. 
Roentgenol., 1928, Xx, 233. 

By the “saturation method” in roentgen therapy 
is meant the giving of a full erythema dose to the 
diseased area and then maintaining this dose for a 
given period of time by the addition of smaller doses 
that compensate for the loss in the effect during the 
given period. The usual period that the saturation 
dose is maintained is from ten to fourteen days. The 
method is more time-consuming and demands a 
greater knowledge of dosage than other methods. It 
is difficult to determine how long the saturation 
effect must be maintained in each case, and if sub- 
sequent radiation is necessary it is attended by 
greater dangers. 

The advantages claimed for the method are that all 
the malignant cells are irradiated during the process 
of division when they are most radiosensitive and 
that the profound radiation effect of a single mas- 
sive dose given at one time is avoided. 

Cuartes H. Heacock, M.D. 


MISCELLANEOUS 


Lo Grasso, H.: The Treatment of Tuberculosis by 
Heliotherapy. Radiology, 1928, xi, 217. 

The author states that in so-called surgical tuber- 
culosis heliotherapy gives results which far surpass 
those obtained by surgery. He uses a modified Rol- 
lier technique, increasing the area exposed gradu- 
ally until the entire body except the head is irradi- 
ated. The exposures are made in the open air three 
times a day until an average maximum exposure of 
three hours per day is reached. The moving air ex- 
erts a tonic effect on the body. In the regulation of 
the dosage, the density of the sunlight is taken into 
consideration. Other factors of importance in the 
treatment are rest, a nourishing diet, and regular 
habits. 

After fourteen years of observation, Lo Grasso is 
of the opinion that no artificial light yet produced 
rivals the sunlight in the treatment of tuberculosis, 
and that the use of a substitute is justifiable only 
when sunlight is unavailable. 

Heliotherapy gives its most striking results in 
extrapulmonary tuberculosis, but is beneficial also 
in pulmonary tuberculosis. 

The author reviews the results obtained in 1,169 
cases of extrapulmonary tuberculosis of various 
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types, giving the percentages of cases in which the 
condition was cured, arrested, improved, or unim- 
proved. GERTRUDE Brarp. 


Pfund, A. H.: A Practical Window for Transmitting 
Ultraviolet Rays. J. Am. M. Ass., 1928, xci, 18. 


The author describes a window transmitting a con- 
siderable portion of the shortest (curative) ultra- 
violet rays which can be used for at least a year and 
can be replaced at a cost of 25 cents. 

This window is made of cellophane, a substance 
which loses only ro per cent of its transparency toa 
wave length of about 3,000 angstrom units during a 
year’s exposure to sunlight. As the sheet of cello- 
phane is only 0.05 mm. thick, it is re-inforced by 
placing it between two hinged wooden frames the 
size of the window frame which are covered with 
coarse chicken wire. If the cellophane window is used 
only while the sun is shining it will last longer than 
a year. When it becomes yellow or cracked, a new 
sheet may be easily inserted in the frame. 

J. Epwin Kirkpatrick, M.D. 


Christie, R. V.: An Experimental Study of Dia- 
thermy. VI. The Conduction of High-Fre- 
quency Current through the Living Cell. J. 
Exper. Med., 1928, xlviii, 235. 


In an attempt to correlate the investigations of 
bicphysicists with questions of fundamental impor- 
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tance in a study of diathermy, Christie reports ex- 
periments conducted to determine whether the dia 
thermy current passes through the living cell and, if 
so, what are its effects. 

The details regarding the apparatus used to pro- 
duce the high-frequency alternating current were 
given in a previous article. The experiments con- 
sisted in: (1) direct measurement of heat production 
in the blood and serum, and (2) relative impedance 
and resistance measurements on the blood, laked 
blood, and serum. 

The summary of the article is as follows: 

A method is described for measuring the relative 
impedance of living cells to diathermy currents. 

The diathermy current penetrates the living 
cell, and heat production is intracellular as well as 
extracellular. 

3. A small proportion of the impedance of living 
cells to the diathermy current seems not to lead to 
- production of heat. 

There is evidence that the addition of saponin 
weeliog es an appreciable increase in the conductivity 
of an electrolyte. It is therefore contra-indicated 
when electrical measurements are being made on 
biological materials. 

5. The currents used in diathermy behave as do 
high-frequency currents of the pure sine wave form 
in respect to their passage through biological ma- 
terial. GERTRUDE BEARD. 
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CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Mouzon, J.: Some Principles in the Treatment of 
Persons Shocked by Electricity. (Quelques prin- 
cipes de pratique concernant le traitement des élec- 
trocutés). Presse méd., Par., 1928, xxxvi, 834. 

With the increase in the use of electricity in recent 
years the number of accidents from electrical cur- 
rents has greatly increased. The first measure indi- 
cated after a severe electrical shock is artificial 
respiration. In some cases this may be necessary 
for days. Many persons shocked by electricity have 
been revived by artificial respiration after they have 
been thought dead. 

In some cases, death from electrocution seems to 
be due to the action of the current on the centers in 
the medulla and in others to ventricular fibrillation, 
but in probably the great majority it is the result of 
asphyxiation. 

The attempt has been made to separate cases of 
electrical injury into two groups—those of asphyxia, 
indicated by cyanosis, and those with cardiac dis- 
turbance, indicated by pallor, but this differentiation 
is not certain and should never lead to neglect of 
artificial respiration. Auxiliary methods, such as 
friction, flagellation, the application of mustard 
plasters to the lower limbs, and the injection of 
camphor or caffeine, may be used if they do not in- 
terrupt the artificial respiration for more than a few 
moments. 

After the immediate danger is over, the surgical 
treatment of the local lesions must be considered. 
The lesions caused by the electricity are usually 
called burns but they are not true burns. There is a 
necrosis of greater or less depth and extent but no 
exudation, surrounding redness, pain, fever, or tend- 
ency toward suppuration. The cells are flattened 
and mummified as if by deep desiccation and coagu- 
lation. Repair is very slow, but on account of the 
absence of inflammation and suppuration, early re- 
section or amputation is contra-indicated. A simple 
protective dressing is sufficient. Operation is par- 
ticularly dangerous after electrical injury because 
the current produces parietal thromboses which may 
result in embolism and causes a fragility of the vessel 
walls which favors the occurrence of secondary 
hemorrhage. Even ligation of vessels should be 
avoided if possible. 

In some cases, lumbar puncture is necessary after 
resuscitation for the relief of increased intracranial 
pressure. 

Jellinek reported a case in which an electrical 
injury was followed not only by hypertension but 
also by meningeal hemorrhage. 

Auprey G. Morcan, M.D. 


Little, C. C.: Evidence That Cancer Is Not a Simple 
Mendelian Recessive. J. Cancer Research, 1928, 
xii, 30. 

In a critical review of twenty-six reports published 
by Slye, Little states that as twelve potentially can- 
cerous and, according, to Slye, certainly genetically 
cancerous mice died of wounds without developing 
tumors, heredity and irritation were not sufficient in 
the cases of these animals to cause a neoplasm. He 
concludes that the various tests and tabulations of 
Slye’s data indicate that while hereditary predisposi- 
tion plays an important rdle in the incidence of can- 
cer, not all forms of cancer in mice are due to a simple 
mendelian recessive. Josepu K. Narat, M.D. 


Blair Bell, W.: Chemotherapy in Malignant Dis- 
ease, with Special Reference to Lead. Lancet, 
1928, ccxv, 164. 

The author defines ‘‘chemotherapy”’ as treatment 
by synthetic preparations which have a selective 
therapeutic action on the tissues of the body and on 
the organisms that may infect it, with or without 
the production of associated constitutional phe- 
nomena. He believes that malignant neoplasia is a 
specific growth process (a dedifferentiation) rather 
than the result of the action of a specific parasite, 
and has sought to find the agent which normally 
controls differentiation and somatic correlation. 

As he has been unable to discover the natural bio- 
chemical regulators of differentiation, he seeks a 
chemical substance which will arrest growth and 
exert an inhibitory action on the essential functions 
of the cancer cell. The ideal substance of this type 
must reach the cancer cell by way of the blood 
stream and have as high a chemotherapeutic index 
as possible. It must either destroy the cancer cells 
or arrest their growth. 

Malignant neoplasms vary considerably in dedif- 
ferentiation. The most malignant tumors are those 
in which dedifferentiation is greatest. In very ma- 
lignant tumors, syncytium is present. 

It has long been known that, in the human organ- 
ism, lead arrests cell development and causes abor- 
tion. The author has demonstrated experimentally 
that when lead is given in suitable doses, abortion is 
produced by coagulation necrosis of the chorionic 
epithelium. There is experimental evidence also 
that lead produces a similar necrosis of cancer cells. 
The affinity of malignant cells for lead was shown in 
a case of carcinoma of the liver in which the cancer- 
ous tissue contained forty-one parts per million of 
lead whereas the adjacent normal hepatic cells con- 
tained only eleven parts per million. 

The effects of radiation are known to be increased 
by the previous use of lead, and the administration 
of lead after operations for cancer is held to be of 
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great value. There is considerable evidence also that, 
even in the crude preparations in use today, lead, 
by itself, may cause the disappearance and apparent 
cure of malignant neoplasms if the circumstances are 
favorable and sometimes may exert a beneficial 
effect on other neoplastic conditions and leukemia. 
Paut W. Sweet, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 
Palmer, H. D., and Hansmann, G. H.: Tularemia: 
Report of a Fulminating Case with Necropsy. 
J. Am. M. Ass., 1928, xci, 236. 
The patient whose case is reported cut the dorsum 
of the third and fourth fingers of her left hand while 
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she was dressing a rabbit and died of tularemia 
eleven days later. 

The localization of the organisms with the pro- 
duction of lesions was limited to the finger, the 
axillary lymph nodes, the spleen, and the liver. In- 
dividual lesions showed the central area of necrosis 
with fibrin deposit and the peripheral endothelial 
cell reaction observed in the lesions of Case 10, 
the earliest lesions studied by Francis and Cal- 
lender. 

The authors’ case differed from Case 10 described 
by Francis and Callender in that no giant cells were 
found. There was no appreciable thickening of the 
blood vessel walls about the lesion, but the endo- 
thelial cells showed marked fatty degeneration. 

FRANK J. McGowan, M.D. 
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